ACRL 

July 1, 2019 


Allen County Right to Life 


Angela Becker 

Indiana State Department of Health 
2 North Meridian Street 
Indianapolis, IN 46204 


Dear Ms. Becker, 

Pursuant to the provisions of governing law, including but not limited to, I.C, §§ 544-3-1 and 3,1 am 
requesting copies of the abortion facility license applications and supporting documentation for new 
abortion facilities from June 7 , 2019 through July 1, 2019.1 am also requesting copies of the abortion 
facility license renewal applications and supporting documentation for all abortion facilities operating 
the state. Licenses for existing abortion facilities expire June 30,2019 according to my records. 

Please send to the address below or e-mail to cathie.humbarger@ichooselife.org. 

Please let me know of any cost related to this request and I will remit payment immediately. 

Mail to: 

Cathie Humbarger, VP 
Indiana Right to Life 
2126 Inwood Drive 
Fort Wayne, IN 46815 


Sincerely, 



Executive Director 
Alien County Right to Life 










! 


Eric J. Holcomb 
Governor 


Indiana State 
D epar tment of Health 

An Equal OppdiiuMt/ Employor 


KrlsUna Box, MO, FACOG 
Sfafo Health Coimksltmor 


June 3 ■, 2019 

Facility 011133 

LADONNA PRINCE, MANAGER 
CLINIC FOR WOMEN 
3607W16TH ST STE 2B 
INDIANAPOLIS, IN 46222 


Dear LADONNA PRINCE, MANAGER: 

On behalf of the State Health Commissioner, and as provided 
for by state lavz, I hereby issue your license to operate an 
abortion clinic as defined in Indiana code 16-21. 

Enclosed is your license whiah is valid for the period 
July 1, 2019 through June 30, 2020. 

Sincerely, 

JENNIFER HEMBREE RN 
Nurse Surveyor Supervisor 
Program Director Hospitals/ASCs 
317/232-3095 


Enclosure (1) 



Indiana 

A Suite tlmt Works 


2 Noilli Mondial) Strecl * Indianapolis, IN <16204 

317 . 233.1325 

www.6toldhoDHh.ln.gov 


To piomoio wul provide 
esseuM public health services. 




Indiana State Department of Health 
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RECEIVED 


INDIANA STATE DEPARTMENT OP HEALTH 
MAIL MONEY RECEIPT 


MAY 3 I ?M 

Indiana uepftitrnctu ot Health 
Acute Care Division 


DATE 


30-MAY-19 


receipt no. 19 64507 


DIVISION ACUTE CARE (AC) 

from CLINIC FOR WOMEN 

STREET 3607 W 16'1'tl ST 


CITY IHDPLS 


STATE IN 


BIRTHING CENTERS (Fund:17610, Program: 30000, Account: 4*3060 
Department: 395129) 


4 6222 
1 , 000.00 


AMOUNT $ 


CHECKS AND; 
MONEY ORDERS 


1 , 


000.00 


CASH 


9011323902: $1,000.00 



REFUND 


MAIL CLERK 
Wade, Amber 


remarks 


state FORM 1036 017/12-04} 

0BU 10-0003 “APPROVED BY STATE BOARD OF ACCOUNTS, 2004“ 
DISTRIBUTION : White -Division, Canary-Divinion, Pink-Cashier 


mail MR/FIN 1 







DATE 

DIVISION 

PROM 

STREET 


INDIANA STATE DEPARTMENT OF HEALTH 
MAIL MONEY RECEIPT 

______-_ | receipt no. 19 64507 

ACUTE CARE (AC) 

CLINIC FOR WOMEN 
3607 W 16TH ST 


STATE IN 



AMOUNT $ 1,000.00 


CASH 


CHECKS AND 9011323982: 
MONEY ORDERS 


$ 1 , 000.00 


REFUND 


MAIL CLERK 
Wade, Amber 


REMARKS 


State FORM 1086 {R7/12-04) 

SUH 10-0000 "APPROVED BY STATE BOARD OF ACCOUNTS, 2004" 
DISTRIBUTION : White-Diviaion, canary-Divioion, Pink-Cashier 


HAIL MR/FIN 1 






RECEIVED 

MAY 3 i 2019 


RECEIVED 


4STW3K APPLICATION FOR LICENS# 3 " 3 S' 3 ' 3 uapunmam oi Heallh ^AY 2 0 /I'-lH 

TO OPERATE AN ABORTION C|4W© Care Division Indiana siale uepann.«i., ol Her 


tdpSMrj Stale Form 52233 (HO/1-13) 

Indiana Slate Department of Health-Division of Acute Care 
/pursuant to 1C 16-21-2 and 4101AC 26) 


Acute Care Division 


Date Received (n)in/dd/yyyy)_ 


hfvtfiinn of Acute Care Use Qnl\ 


Date Approved (mm/dd/yyyy)^ 


Date Rejected (mm/ddJyyyy)_ 


Phase Tvpe or Print Legibly. ___—-—--- 

" SECTION I - TYPE OF APPLICATION ____ 

Application (Check appropriate Hein) 

n New Facility Xl Renewal □ Change of Ownership (Anticipated date of Sale/Putchose/Leaso (mm/ddyiyy.)) 

U New Facility Kenuwa. u J . dands L] e d copy of the bill of sale, lease or other document of transfer. 


SECTION II - IDENTIFYING INFORMATION 


A. Abortion Clinic Location 



Jj—/ n cy\ < ft n ft pD It'-S 

Telephone Number Fax Number 

6H) & V 

T55-c 3^V/ <?5'5 <o&87 


Abortion Clinic e-mail address:. 


Man 1 om _ 

"/xbMflJtnitL'i toonen, 


2\P Code 44 

</L<>a.a£L 


Internet Web Address: 


, / £l/'W<L Idorntf) ■ r>Ci- 


B. Maili ng Address (if different from abortion clinic location) 
Street Address (numberand street) 


P.O. Box 


C, Licensee / Ownership Information 


Street Address (nu/rner and street) 

3407 As/• lb* 1 ' ■3-tod- 


PIR 


Telephone Number 

,317 i 955•<367/ 


";rM 


ZIP Code 44 






Fiscal Year End Date (mm/dd) 

















“D, Services provided under thla license: 

Cede mm 1 mi 2 ufollm,: J. Provid'd Until* by mploytid). 2. Prcvldidbya ecnima sente, 1. Both I mi 2. 


1. Ancillary Services: £-2 Laboratory: 


0 Radiology S Counseling 


| I Family Planning 0 Pharmacy d Other (List )’.. 


2. Abortion Services: □ Drug Induced Only □ Surgical Only El Both Drug Induced and Surgical 

3 ! Staffing t Physicians! El Registered Nurses; 1H Licensed Practical Humes: 0 Licensed Social Workers; □ 
Other (List title and number, do not u se acronyms) ^ 

E. Number of Procedure Rooms Utilizing; 


•Minimal Sedation 


Moderate Sedation L- 


F. Type of Entity: 

For Profit 

□ Individual 

□ partnership 
Corporation 

□ Limited Liability Company 
P Sole Proprietorship 

□ Other (specify) - 


Non-Profit 

O Church Related 

□ Individual 

□ Partnership 
O Corporation 

□ Limited Liability Company 

□ other (specify) _ 


Government 

□ State 
Q County 

□ City 

□ city/county 

□ Hospital District 

□ Federal 

□ other (specify) 


2 





License Fee 


Select the appropriate fee based upon the total number of first trimester procedures as 
reported to the Indiana State Department of Health (ISDH) on the Terminated Pregnancy 
Report (State Form 36526). 


Check 

One 

Total First Trimester. 
Procedures in the Clinic 

Fee 


Zero to 799 

$500.00 


800 to 3,499 __ 

$1,000.00 


3.500 to 6,999 

$2,000.00 


7.000 and above 

$3,000.00 


410 I AC 15-5-3 


Enclose the following: 

1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures , either: 


(A) A copy (in writing) of the physician’s admitting privileges; or 

(B> m his/her written agreement with another physician with admitting privileges; and 
(2) a copy (In writing) of that physician's admitting privileges. 


4. Payment made payable to "Indiana State Department of Health 


Mail to: 


INDIANA STATE DEPARTMENT OF HEALTH 
ATTENTION: CASHIER’S OFFICE, 2-C 
2 NORTH MERIDIAN STREET 
INDIANAPOLIS, INDIANA 46204 




. Officers (if the business entity 1$ Incorporated 

position I ■ _ Name 


President / Chairperson / CEO l/jcCI^or^Yi <1. 


Vice-President / VIce-ChaIrparaon / COO | H 'BgorrC^ 


Treasurer/CFO 


Secretary 


•Va. 3o neS 


H. Ownership and/or Changa In Ownership: _______ 

List names and addresses of Individuals or organizations having direct or Indirect ownership or controlling Interest of live percent (5 /o) 
In the applicant entity, Indirect ownership interest Is an entity that has an ownership interest In the applicant entity. Ownership in any 

entity higher in a pyramid than the applicant constitutes indirect ownership. (Use additional s heet If necessary.) _ 

- • time | Business Address/CItv/StateftIP ‘| EIN Number 



i. .P,ac,lat9ttp.na:__- ..— -- • - ..■— - % . 

Has any applicant, or an owner or affiliate of the applicant, operated an abortion clinic that was closed as a direct result of patient health 
and safety concerns? □ YESp^ NO 

Has any principal or clinic staff member bean convicted of a felony? □ YES^ NO 

Has any principal or clinic staff member ever employed by a facility owned or operated by the applicant that closed ae a result of 
administrative or legal action? □ YES 3S NO 

For any YES responses: attach copies of administrative and legal documentation, Inspection reports , violations and remediation contracts. 


CERTIFICATION OF APPLICATION _*_ 


The undersigned hereby makes application fora license to operate an Abortion Clinic (Clinic) In the state of Indiana, and In support of 


with the Abortion Clinic statues, 1C 16-21-2-2,5 and 1C 16-34, and the rules promulgated there under, 410IAC 20 and will operate and 
maintain this cllnlo In accordance with those roles. 

I certify that the operational policies of the clinic will not provide for discrimination based upon race, color, creed, or national origin. 

I swear and affirm under the penalty of perjury thalall statements made In this application and any attachments thereto are correct and 
complete and that I wilt comply with all regulation# Jjaytrs, ji\d roles governing the licensing of clinics In Indiana. 


Signature of the Medical Director: 


Printed Name and Title: 


Date of Signature (mm/dd/yyyy): 


Signature of the Clinic Administrator: 


Printed Name and Title: 



'm 


i^QDor>n^^/^*'n£c, . CD» r~~ 


Date of Signature (mm/dd/yyyy)' 


See the following page for instructions regarding licensure fees and submission 


of this application. 
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3607 W 16th St, Ste B2 
Indianapolis, IN <16222-2556 
P: (3i7) 955-2641 / F: (317) 955-2687 
dJnlcfprwomen.net / lnfo@cllnicforwomen.nel 


RECEIVED 

m 2 o 

Indiana Stale uep.mtnwiit ol Health 
Acute Care Division 


Clinic for Women 

Physicians of Clinic For Women 
3607 West 16 th Street Ste B2 
Indianapolis, IN 46222 

RE: Backup Agreement 


This letter confirms our agreement that j wll 1 or other medical need that 

abortion patients in the event of a complication, emergency situ 

requires' hospitalization. 

. and 

1 have staff privileges in ^ ^ qJ . my parmerS| will atrange patient admission and care ror 

each patient needing my acAices according to each patient’s need, 

In the event mv services are needed under this 

. In addition, I will provide you with my P P gnd means 0 f transport, 

gaSBSffla-siSJ 

reason. 


September 11,2017 




2/19/2019 


State of Indiana 

Porno grap hic Information 


Details 


Namo: 


Address Information ........———--—— --- 

City/state/Zlp; 

county! 

UO«! 

• profession: Medical Licensing Board 

Typo; Physician Secondary; 

status: Active 

Issued: 

Expiration:- 

Method; Application 






’ - 


Uoft 

Name: 


- .p hys | 0lan 

LfOorifiO Af*t|yfi 

Status; 7 C,IVe 

Relationship: Same Licensee 




Spaclalty: 

Obstetrics & Gynecology 
(OBG) 


No Publlo Documents Available . . 








W(ps://myilcanse.In>gov/Qverit]caUon/D9t0il9.a3px?result“ 


1/1 





RECEIVED 


i 

i 


m 3 1 2019 

Indiana tf tmw uepannianl oi Health . 
Acuto Care Division 


June 11,2018 

Physicians of Clinic for Women 
,3607 West 16 ,h Street, Suite.B2 
Indianapolis, Indiana 46222 


RE: Backup Agreement 
Dear 


This letter confirms our agreement that I will provide emergency back-up services for your 
abortion patients in the event of a complication, emergency situation, or other medical need 

requires hospitalization. 


T have stall'privileges in 


at in and, 

j n , 1, or one of my partners, will arrange patient 

admission and care for each patient needing my services according to each patient’s need, 

In the event my services are needed under tills agreement, contact the staff by calling 

Please provide the patient’s name, reason for referral, current medical 
condition, and means of transport. A copy of all available patient records should be sent with the 

patient. 

I agree to provide you thirty (30) day notice if l need to modify or cancel this agreement for any 
reason. 


Sincerely, 



received 
m 3! ?u' 9 


Indiana aiaK“J‘M> a "" ie , nl “' He811 " 

Acute Care Division 



June 20,2017 


Dear 


It is mv ofeaswre lo inform you that the 

has approved your reappointment at 

. You have been reappointed to the Active category. 


in the 


Your approved clinical privileges are effective 


•/ Your reappointment date is 


please log on to 1 to carefully review your approved privileges for any modifications to the 

or^nal submission. The . instructions are aUaehed. If you need a copy of your cUmoal 
privileges, please contact 01! 

Medical Staff members (physicians and deniisis) U. (He Active ralegury: If you are nut 
currently board certified, please review oi lllc 


Sincerely, 


Attachment 





Physicians of Ciinic For Women 
3607 West 16 ,h Street Ste B2 
Indianapolis, IN 46222 

RE: Backup Agreement 

Dear 


This letter confirms our agreement that I will provide emergency back-up services for your 
abortion patients in the event of a complication, emergency situation or other medical need that 
requires hospitalization. 

I have staff privileges in 'at and 

in . I, or one of my partners, will arrange patient admission and care for 

each patient needing my services according to each patient’s need. 

In the event my services are needed under this agreement, contact me by calling my office at 
. In addition, I will provide you with my cell phone and pager numbers. Please 
provide the patient’s name, reason, for referral, current medical condition and means of transport. 
A copy of all available patient records should be sent with the patient. 

I agree to provide you thirty (30) day notice if I need to modify or cancel this agreement for any 
reason. 


May 14,2019 





June 24, 2019 

Randall D Snyder 

Division Director, Acute Care 

Indiana State Department of Health 

RE: 


Dear Sir/Madam: 


bv 


are committed to the provision of aualitv care and are accredited 

. Our, 

i are accredited by the . . 

enqaqe in peer review, quality management activities, ongoing professional practice evaluation and 
focused professional practice evaluation. We monitor our practitioners in six areas of general 
competency - patient care, medical/clinical knowledge, practice-based learning and improvement, 
interpersonal and communication skills, professionalism, and systems-based practice. 

The above practitioner has met the necessary requirements to maintain clinical privileges n 
membership on the Medical/Dental/Allied Health Staff including professional, moral, ethical and 

physical requirements. 


Facility: 

Staff Appointment Date:' 
Staff Status: 
Department/Section: 
Specialty: 


If you need additional information, piease contact me. 
Sincerelyi.... 




Eric J. Holcomb 
Governor 



Indiana State 
De partment of Health 

* An Cqunl Oppoilmlly Emp'.oyor 


Kristina Box, MD, FACOG 
Sfn/o Hoollii Commissioner 


June 25, 2019 


Facility 011117 


MEAGAN COOK 

PLANNED PARENTHOOD OF INDIANA AND KENTUCKY INC 
200 S. MERIDIAN STREET, SUITE 400 
INDIANAPOLIS, IN 46225 


Dear MEAGAN COOK: 

On behalf of the State Health Commissioner, and as provided 
for by state law, I hereby issue your license to operate an 
abortion clinic as defined in Indiana code 16-21. 

Enclosed is your license which is valid for the period 
July 1, 2019 through June 30, 2020. 

Sincerely, 




60 


JENNIFER HEMBREE RN 
Nurse Surveyor Supervisor . 
Program Director Hospitals/ASCs 
317/232-3095 


Enclosure (1) 



Indiana 

A State that Works 


2North Mondion Street ■■ Indianapolis, IN46204 
317.2311325 

www.statehoaltli.in.gov 


To promolo, prolecl, and 
Improve the health and safety 
of all Hoosiers. 





Indiana State Department of Health 


Abortion Clinic License 

<Ifiis is to certify that: 

Planned Parenthood Of Indiana and Kentucky INC d/b/a 

PLANNED PARENTHOOD OF INDIANA AND KENTUCKY INC 

421 S COLLEGE AVE 
BLOOMINGTON, IN 

an portion Clinic, has filf lied the requirementsfor licensure and is subject to provisions of IC16-21 and the 
rules of the Indiana State (Department of Health issued thereunder. 

qhis license shall not he assignable or transferable., and shall he subject to revocation at any time by the Indiana 
State (Department of Health for failure to comply xvith the laws of the State of Indiana or the rules of the 
Indiana State (Department of Health issued thereunder. 

License number 19-011117-1 is effective July 1, 2019 and empires June 30, 2020. 




b { 







RANDALL SNYDER PT, MBA 
DIRECTOR, ACUTE CARE DIVISION 



INDIANA STATE DEPARTMENT OF HEALTH 
MAIL MONEY RECEIPT 


DATE 

DIVISION 

FROM 

STREET 


--- ~ ' receipt no. 1965443 

07-JUN-19 _ _ __ 

ACUTE CARE (AC) 

PLANNED PARENTHOOD 
PO BOX 397 



AMOUNT 


1 , 000.00 


CASH 


CHECKS AND 69343: $1,000.00 

MONEY ORDERS 


REFUND 


MAIL CLERK 
Wade, Amber 


REMARKS 


State FORM loee (R7/12-04) 

SBH 10-0008 "APPROVED BY STATE BOARD OF ACCOUNTS, 2004” 

DISTRIBUTION : White-Division, Canary-Division, Pink-Cashier 


MAIL MR/FIN 1 





RECEIVED 


II !(v | 1 2019 

inpiana state department of health 

Indiana yuiU: . j.uneni ol Health 

mail money receipt Acute CiUft Division 


DATE 07-JUN-19 

DIVISION ACUTE CARE (AC) 

EROM PLANNED PARENTHOOD 

street po box 397 


RECEIPT NO. 1965443 


CITY 


INDPLS 


STATE IN 


LICENSE TO OPERATS“ABORTION CLINIC (Fund:17610, Program: 30000, 
Account i *5230X0, Depart meric: 19512 9) 


46206 

1 , 000.00 


AMOUNT $ 1,000,00 

CHECKS AND 69343: $1,000,00 

MONEY ORDERS 


| CASH 


REFUND 


MAIL CLERK 
Wade, Amber 


REMARKS 


State FORM loes ER7/12-04) 

SB5I 10-0003 "APPROVED BY STATE BOARD OF ACCOUNTS, 2004" 
DISTRIBUTION : White-Division, Canary-Division, Pink-Cashier 


MAIL MR/FIN I 







Ploato Tvdq or Print LogfPl 


ECT10NI • TYPE OF APPLICATION __ 


Application (Check appropriate Hem.) 


~ SECTION IMDENTlFYiNO INFORMATION 


A. Abortion Clinic Location _____ 


Namo of Abortion Clinic 

Pl anned Parenthood of Indiana and ke itucky»Bloomington _ 

Street Address (number and ztrasi) 

421 S. College Avenue __ 


CHy 

Bloomington _ 

Telephone Number Fox Number 

(812) Abortion 

336-0219 336-2401 


g. Malting Address (If different from abortion cflhfc location) 

Street Address (number end street) 

200 S. Meridian St, Ste. 400 _ 


City 

Indianapolis __ 


C. Uoe nflflQ / Ownership Information 
Licensee; The applicant entity as reglslorad with tho scforaiery of State 

Planned Parenthood, INC _. 


Slreet Address (number end street) 

200 S. Meridian St., Ste. 400__ 


City 

Indianapolis 


Marion 


stale 

IN 


EIN Number 


P.O. Box 


ZIP Code +4 

47403 



P.O. Box 


ZIP Coda +4 

46225 



ZIP Qode+4 

46225 


Fiscal Year end Date fmmfdd] 
06/30 






















2019-06-20 15:41 


PPIN - Bloomington 812 336 2402 » PPIN 


P 2/4 


D. Services provided under this license: 

Code items I and 3 asfifltmi I. Provftkddltvaly by emp ayeufy). 2, Provided by a conn-aa service. I Both I end 2. 


LAnciDary Services: m Laboratory: CLb| Certificate Number 1500360690 □ Radiology 0 Counseling 

0 Family Planning □ Pharmacy D Other (List)'. ___—— 


Drug Induced Onl 


2. Abortion Services: i—I Drug Induced On y □ Surgicul Only 0 Both Drug Induced ami Surgical 

For item 3. Indicate the total number qf Individual* (mybjv * plus cctUimoit) wading tnM clinic. This hwhnlcj Imiiy, ixtridlntv, tindfidMmpmm, 

3.Staffing: Physicians: 0 Registered Nurlcs: 00 Licensed Practical Nurses: 0 Licensed Social Workers: Oil 
Other (List title and number, do not use acronyn s)\ Nurse Practitioner - 1, Assistants - 2, Admin -1- 


E. Number of Procedure Rooms Utilising: 



Minimal Sedation [ 0 

Moderate Sedation 0 


F.Type of Entity: 
For Profit 


□ Individual 

□ Partnership 

□ Corporation 

□ Limited UablSty company 
Q Sole Proprietorship 

□ Other (speeflyj _ 


Non-Profit 

□ Church Rotated 

□ Individual 
O Partnership 
0 Corporation 

□ UmHod Uebtnty Company 

□ other (specriy; __ 


□ state 

□ County 

□ City 

□ Cily/Counly 

□ Hospital District 

□ Federal 

□ Other (spoolfy) 


2 



2019-06-20 15:41 


PRIN - Bloomington 812 336 2402 » PPIN 


P 3/4 


G. Officers Of the business entity to Ina 


Position _ 


President / Chairperson / CEO 


Vice-President / Vice-Chairperson / COO 


Treasurer/ CFO 


Secretary 


na Kerr 


an Roby DImlow 


Pickens Manweil 


n Ngo 


Addraw/CIty/Stata/ZJP 


200 8 Meridian St Sto. 400 Indianapolis IN 40225 


200 S Meridian St 8to. 400 Indianapofo IN 46220 


200 8 Murid inn St Sis. 400 bWBanapote IN 46225 


200 $ Meridian 8t 8ta. 400 Indtenapofo IN 45225 


H. O wnership and/or Change In Ownsrahl, __— 

Uat names aref addresses ofIndividuate or organl^tlons having direct or Indirect ovmerahtp^or controlling Interest Pfjve iperant (6%) 
in the apptloant entity. Indirect owneretilp Interesthjan entity that has an ownership Interest In the applicant entity. Ownership in any 

entity higher In a pyramid than tha applicant constitutes indirec t ownership. (Use etfd/ilona/ she et if necessary.;- 

3 N am e “ I I Business Addrass/Clty/S tate/ZIP 



I. Declarations: _ 


Has any applicant, or an owner or affiliate of tha a 
and safety concerns? DYES 0NO 

Has any principal or cflnfo staff member been co 

Has any principal or cflnto staff member aver empt 
admlntetraUvo or legal action? □ YES 0 N 

For any yes responses.* attach copfes ofodmtntetra 
- - 


Tha undersigned hereby makes application for a II 
this application, represents and shows that the owp 
with the Abortion Cllnlo statues, 1C 16-21-2-2,5 and 
maintain this cllnlo in accordance with those rules. 

I certify that the operational potlolea of tha dime wlli 

I swear and affirm under the penalty of perjury that 
complete and that I will comply with all regulations, 


Signature of the Medical Director: 



RTIFICATJQN OF APPLICATION_ _ 


_nse to operate an Abortion Cllnlo (Cllnlo) In the State of Indiana, and In support of 
lerifs) and operators) are of reputable and reasonable oharacter, are able to comply 
1C 16-34, and the rules promulgated there under, 410IAC 26 and will operate and 

not provide tor discrimination based upon race, color, creed, or national origin, 

II statements made In this applloatlon and any attachments thereto are correct and 
awa, and rales governing the licensing of clinics In Indiana. 


Deb Nucatoia, Medical Director 


6/21/19 


printed Name and Titla: 


Date of Signature (mnNdfowH 


Signature of the Clinic Administrator: 


Printed Name and Title: 


n Cook, Health Center Manager 


Date of Signature (mmfdd/yyyy): I Q 


See the following page for instructions regar ding llcensuro fe es and submission 






























2019-06-20 15:42 


PPIN - Bloomington 812 336 2402 » PPIN 


P 4/4 


license Fee 


|on the total number of first trimester procedures as 


Select the appropriate fee based upon the total number of 

reported to the Indiana State Department of Health (ISDH) on the Terminated Pregnancy 
Report (State Form 36526). 


Check 

One 

My 

irst Trimester 
'68 in the Clinic 

Fee 


Zero to 795 



✓ 

800 to 3,49 

9 

■■KEYiTtTiTi iHHHS 


3,500 to 6J 

)99 




ibove 

Hms 


410IAC15-5-3 


3. For each physician performing p 


(A) A copy (in writing) of the p/?y 

(B) A copy of: 

(1) his/her written agreement 

(2) a copy (in writing) of that physician’s admitting privileges. 

4 . Payment made payable to “India, ?a State Department of Health.” 


Enclose the following: 

1, A completed Application for Lldpse to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

fyocedures, either: 
f/c fan’s admitting privileges; or 
kith another physician with admitting privileges; and 


Mai! to: 


INDIANA STATE DEPARTMENT OF HEALTH 
ATTENTION: CASHIER’S OFFICE, 2-C 
2 NORTH MERIDIAN STREET 
INDIANAPOLIS, INDIANA 46204 





















RECEIVED 



APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

Stalo Form 52233(R3 / 3-14) 

Approved by Stale Board of Accounts, 2014 

Indiana Slate Department ol Health-Division of Acute Caro 

(Pursuant fo 1C 16-21-2 and Aid IAC 26) 


JUN 11 2019 

Indiana state uepanm&m of Health 
Acute Care Division 


" ~ " ' ~~ Division of Acute CareUse Orijy 

Date Received (mm/dd/yyyy) _ Date Approved (mm/dd/yyyy) -Date Rejected (mm/dd/yyyy). 


Pie a se Typo or Print Legibly, ____._—------- 

SECTION i-TYPE OF APPLICATION 

Application (Check appropriate item.) 

n New Facility 0 Renewal □ Change of Ownership (Anticipated dote o! SahdPurchBso/Lmao MM- 

^ Submit a dated and signed copy ot tbo blit or salo, lease or other document of Pansier. 

SECTION IMDENTfFYING INFORMATION . 

A, Abortion Clinic Location -—- 

Name of Abortion Clinic 

Panned Parenthood of Indiana and Kentucky - Bloomington __-—- 


Street Address (number and streot) 

P.O. Box 

City 

County 

Monroe. 

zip uocjo 

47403 

Telephone Number 

( 812 ) 

336-0219 

Fax Number 

( 812 ) 

336-2401 

Abortion Clinic e-mail adrlress: Jau£a.rnjHer^ppink.or<i____.—,-——.... 


B. Mailiria Addres 

(if different from a 

bortibn clinic location) 


Street Address (number end streelf 

?nn s. Meridian Street. Suite 400 __—---- 


City 

County 

Marion 

ZIP Cbde +4 

46225 

0, I jcnnsoe/Owrtorshlp Information _ —_—————--—— 

Licensee: The applicant entity as registered with the secretary of state 


Street Address (number and streot) 

700 K. Meridian Suite 400 _______ 

P.O, Box 

City 

State 

Indiana 

46225 

Telephone Number . Fax Number BIN Number 1 ^ uw uulu “. 

( 317 , 637-4343 ( 317 ) 637-4344 35-0B74276 ..-- 


1 








D. Services provided under this license: 

Code Hems 1 and 2 as follows: I. Provided directly by emptoyec(s), 2. provided by a contract service, 3. Both land 2. 


1. Ancillary Services 


ices: E3 


Laboratory: CLIA Certificate Number. 


Radiology L_cJ Counseling 


13 Family Planning EH Pharmacy □ Other (List): 


2. Surgical Services 


ices: L—I 


Gynecology 


Other (Lisl):_ 


For item 3, Indicate the total number of Individuals (employees plus contractors) working in this clinic. This includes hourly, part-time, and full-time persons. 
3. Staffing: Physicians: 0 Registered Nurses: I'trl Licensed Practical Nurses: GS 


Licensed Social Workers: 0 Other (List title and number): 


E. Number of Procedure Rooms Utilizing: 


Local analgesia/anesthetic 


Moderate/Conscious Sedation 


F. Type of Entity: 

For Profit 

□ Individual 

□ Partnership 

□ Corporation 

Q Limited Liability Company 

□ Sole Proprietorship 

□ Other (specify) _ 


Non-Profit 

O Church Related 

□ Individual 
O Partnership 

□ Corporation 

□ Limited Liability Company 

□ Other (specify) _ _ 


Government 

□ State 

□ County 

□ City 

□ City/County 
O Hospital District 

□ Federal 

Q Other (specify) 



2 



Position 


Pres&cnUChalrpefson/CEO 


Vtco-ProsictonWlco*ChBtfper8on/COO 


TreasurerfCFO 


Secretory 


Name 

Address/City/Siate/ZIP 

Donna Kerr 

200 South McmHaa, Suite 400 
iBdhrajtotk IN4622) 

Kristen Roby Dlmlow 

200 South MaWfcut Suite 400 
ladianapolli, IN 46225 

Terri Pickens Manweil 

200 South MerWiaflu Suhc 400 

IrxllaoajinlU. IN 452Z3 

Tuan Ngo 

200 Soul? Meridbn.StuW 400 
fulbrnapolir. IN 46225 



H. Ownership and/or Change In Ownersh! 


list names and addresses of Individuals or organizations having direct or indirect ownership or controlling interns! of five percent (5%) 
in the eppficanl entity. toeBre-ct ownership Interest Is an entity that has an ownership interest In the applicant entity. Ownership In any 
entity higher In a pyramid then tho applicant constitutes indirect ownership. (Use odtftbnef sheet If necesso.y.) 


Business Addreas/Clty/State/ZIP 


EIN Number 



CERTIFICATION OF APPUCATION _ 


The undersigned hereby makes application foro Itcenso to operate an Abortion CQnic{CCnlc) In the Sts to of Indiana, and In support of 
thtsappticatlon, represents end shows thatlhe owners) and opera torts)areofreputaWeandreesoneblecharacler,areaWetocomply 
W3h the Abortion CHnfestatues, 1C 16-2l<2>2£ end 1C IB-34, and the rufespromulgated there under. 410IAC 2ft and wUI operate and 
maintain this cfinlcin accordance with those rutee. 

I oertffy that the operational policies of the clinic wBI not provide for tfscflminatlon based upon race, color, creed, or notional origin. 

I swear and affirm under the penalty of perjury that all statements made in this application end any attachments thereto are correct and 
complete and that I wBt comply with oil regulations, taws, end rules governing the licensing of cSnfcs In Indiana. 


Signature of the Medical Director: 


Printed Name and Title: 


Date of Signature (mmktifiyyyyJ: 


Signature of the Clinic 
Administrator: _ 


Printed Name and Title: 


Data of Signature (mtrMVnmJ: 


See 





pnCook. fieaJifrCenitr Manager 


15/3019 


fees and submission 
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License Fee 

Select the appropriate fee based upon the total number of first trimester procedures as 
reported to the Indiana State Department of Health (ISDH) on the Terminated Pregnancy 
Report (State Form 36526). 


Check Total First Trimester 

One _ Procedures in the Clinic 

1 _ Zero to 799 _ 

X 800 to 3,499 _ 

~_ 3,500 to 6,999 _ 

7,000 and above 

Indiana Hospital Council; 414IAC 1-1 -3 


$500,00 

$ 1 , 000.00 

$2,000,00 

$3,000.00 


Enclose the following: 

1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures, either: 

(A) A copy (in writing) of the physician's admitting privileges; or 

(B) A copy of: 

(1) his/her written agreement with another physician with admitting privileges; arid 

(2) a copy (in writing) of that physician's admitting privileges. 

4. Payment made payable to "Indiana State Department of Health." 


Mail to: 


INDIANA STATE DEPARTMENT OF HEALTH 
CASHIER’S OFFICE 
P. O. BOX 7236 

INDIANAPOLIS, INDIANA 46207-7236 











Care. No matter what. 


Planned Parenthood of Indiana and Kentucky 


200 South Meridian Street Suite 400 t lndiaiapds, IN 46225 
Mailng Address: RO. Box397,lndanapolishH6206-0397 
p:31 7.637.4343'1:317.637.4344 
www.ppintorg 


February 25, 2019 


Planned Parenthood of Indiana and Kentucky 
421 S College Ave 
Bloomington, IN 47403 

Re: Backup Agreement for Monroe County 


Drs. 


This letter confirms our agreement that I will provide emergency back-up services for your 
abortion patients in the event of a complication, emergency, or other medical need that requires 
hospitalization. 


1 have admitting privileges at iin ’ Indiana. As neede 

outside of usual care practices, i will arrange for patient admission and care .according to each 
patient’s need. As per Planned Parenthood of Indiana and Kentucky's guidelines and accepted 
medical standard of care, any patient needing immediate care should be evaluated at the closes 

emergency care center. 


In the event my services are needed under this agreement, I have provided you with my phone 
number. Please provide the patient's name, reason for referral, current medical condition and 
means of transport. A dopy of all available patient records should be sent with the patient. 


I agree to provide you thirty (30) days' notice if 1 need to modify or cancel this agreement tor any 
rea son. 


Sincerely. 




RECEIVED 


JUV I 1 ?Olf) 

Indiana M (ai t „... jll(nen|ot 
Acute Care Division 


August 23,2017 


RE: Membership and Clinical Privileges 
Dear 

I am pleased to inform you that your Application for Reappointment and Request for Clinical 

Privileges to . / ' , which includes . ® n< * 

&;. i, have been approved by the Board of 

Directors for to 'as a member of the Medical Staff. 

is committed to providing a safe environment and to meeting the medical and 
emotional needs of : patients, families, visitors, employees, and staff. Members of the 

Medical/AUiod Health Staff arc obliged to carry themselves in such a manner which exemplifies the 
utmost respect and professionalism. By receipt of this letter and the attached copy of 
Code of Conduct Policy, you agree to abide by this policy. 

If you have any questions regarding your appointment, please contact your supervising physician or 
the Medicul Staff Sendees Office at the number below. 


Sincerely, 





November 07, 2018 


RE: Membership and Clinical Privileges 
Dear 

I am pleased to inform you that your Application for Reappointment and Request for Clinical 
Privileges to .. 1 " , which includes v, ; 'and 

have been approved by the Board of 

Directors for to as a member of the Medical Stall'. 

is committed to providing a safe environment and to meeting the medical and 
emotional needs of . patients, families, visitors, employees, and staff. Members of the 

Mcdicul/Allied Health Staff are obliged to carry themselves in such a manner which exemplifies the 
utmost respect and professionalism. By receipt of this letter and the attached copy of 
Code of Conduct Policy, you agree to abide by this policy. 

If you have any questions regarding your appointment, please contact your supervising physician or 
the Medical Staff Services Office at the number below. 


Sincerely, 





June 27, 2018 


RE: Membership and Clinical Privileges 
Dear 

1 am pleased to inform you that your Application for Reappointment and Request for Clinical 

Privileges to ', which includes >' nnd 

& \. i, have been approved by the Board ol 

Directors for to ; asa. -.member of the Medical Staff, 

is committed to providing a safe environment and to meeting the medical and 
emotional needs of I' * ' patients, families, visitors, employees, and staff. Members of the 

Medical/Allied Health Staff are obliged to carry themselves in such a manner which exemplifies the 
utmost respect and professionalism. By receipt of this letter and the attached copy of . r 
Code of Conduct Policy, you agree to abide by this policy, 

If you have any questions regarding your appointment, please contact your supervising physician or 
the Medical Staff Services Office at the number below. 


Sincerely, 




June 24, 2019 

Randall D Snyder 

Division Director, Acute Care 

Indiana State Department of Health 

RE: 


Dear Sir/Madam: 

are committed to the provision of quality care and are accredited 

’ • . Our . • 

by * , 

are accredited by the * ’ . 

enqaqe in peer review, quality management activities, ongoing professional practice evaluation an 

focused professional practice evaluation. We monitor our practitioners in six areas of general 
competency - patient care, medical/clinical knowledge, practice-based learning and improvement, 
interpersonal and communication skills, professionalism, and systems-based practice. 

The above practitioner has met the necessary requirements to maintain clinical pnvttege 3 and 
membership on the Medical/Dental/Allied Health Staff including professional, moral, ethical and 

physical requirements. 


Facility: 

Staff Appointment Date: 

Staff Status: 

Department/Section: 

Specialty: 

If you need additional information, please contact me. 


Sincerely, 








June 24, 2019 


Randall D Snyder 

Division Director, Acute Care 

Indiana State Department of Health 

RE:. 


Dear Sir/Madam: 


by 


are committed to the provision of quality care and are accredited 

Our 

are accredited by the , 

enqage in peer review, quality management activities, ongoing professional practice evaluation and 
focused professional practice evaluation. We monitor our practitioners in six areas of geneial 
competency - patient care, medical/clinical knowledge, practice-based learning and improvement, 
interpersonal and communication skills, professionalism, and systems-based practice. 

The above practitioner has met the necessary requirements to maintain clinical privileges and 
membership on the Medical/Dental/Allied Health Staff including professional, moral, ethical and 

physical requirements. 


Facility: 

Staff Appointment Date: 1 


Staff Status: 

Department/Section: 

Specialty: 


If you need additional information, please contact me. 
Sincerely, ... -- 







June 24, 2019 


Randall D Snyder 

Division Director, Acute Care 

Indiana State Department of Health 

RE: 


Dear Sir/Madam: 

are committed to the provision of quality care and are accredited 


are accredited by the •• * . * . 

engage in peer review, quality management activities, ongoing professional practice evaluation ana 
focused professional practice evaluation. We monitor our practitioners in six areas of general 
competency - patient care, medical/clinical knowledge, practice-based learning and improvement, 
interpersonal and communication skills, professionalism, and systems-based practice. 

The above practitioner has met the necessary requirements to maintain clinical privileges an 
membership on the Medical/Dental/Allied Health Staff including professional, moral, ethical and 
physical requirements. 


Facility: 

Staff Appointment Date: 1 
Staff Status: 

Department/Section: 

Specialty: 

If you need additional information, please contact me. 
Sincerely, ... 






Eric J, Holcomb 
Governor 



Indiana State 
De partment of Health 

1 An Equal Opportunity Employer 


Kristina Box, MO, FACOG 
Stale Health Commissioner 


June 25, 2019 
Facility 011118 
TAJUANA BYRD 

PLANNED PARENTHOOD OF INDIANA AND KENTUCKY INC 
200 $. MERIDIAN STREET, SUITE 400 
INDIANAPOLIS, IN 46225 


Dear TAJUANA BYRD: 

On behalf of the State Health Commissioner, and as provided 
for by state law, I hereby issue your license to operate an 
abortion clinic as defined in Indiana code 16-21. 

Enclosed is your license which is valid for the period 
July 1, 2019 through June 30, 2020. 

Sincerely, 


/jLa 1 


/u) 


JENNIFER HEMBREE RN 
Nurse Surveyor Supervisor 
Program Director Hospitals/ASCs 
317/232-3095 


Enclosure (1) 



Indiana 

A State that Works 


2 North Meridian Streel * Indianapolis, IN 46204 
317,233.1325 

vww.statchealth.in.gov 


To promote, protect , and 
improve the health and safety 
of at! Hooslers. 



Indiana State Department of Health 


Abortion Clinic License 

This is to certify that: 

Planned Parenthhod Of Indiana and Kentucky d/b/a 

PLANNED PARENTHOOD OF INDIANA AND KENTUCKY INC 

8590 GEORGETOWN RD 
INDIANAPOLIS, IN 

an Abortion Clinichas fulfilled the requirements for licensure and is su6jecl to provisions of IC16-21 andthe 
rules of the Indiana State (Department of Health issued thereunder. 

qfiis license shad not he assignable or transferable, andshall he subject to revocation at any tune by the Indiana 
State (.Department of Health for failure to comply-with the laws of the State of Indiana or the rules of the 
Indiana State Department of Health issued thereunder. 

License number 19-011118-1 is effective July 1, 2019 and empires June 30, 2020. 











RANDALL SNYDER PT, MBA 
DIRECTOR, ACUTE CARE DIVISION 




INDIANA STATE DEPARTMENT OF HEALTH 
MAIL MONEY RECEIPT 


DATE 

DIVISION 

FROM 

STREET 


06 -JUN-19 
ACUTE CARE (AC) 
PLANNED PARENTHOOD 
PO BOX 397 


RECEIPT NCL 19 65424 


CITY INDPLS 


STATE IN 


46206 


LICENSE” TO OPERATE ABORTION CLINIC (Fund:17610, Program: 30000, 
Account:: 423010, Department: 195129) 


AMOUNT $ 


If 


000.00 


CASH 


CHECKS AND 69341: $1,000.00 

MONEY ORDERS 


REFUND 


MAIL CLERK 
Wade, Amber 


REMARKS INDPLS 


Scats FORM 1086 (R7/12-04) 

SBH 10-0008 "APPROVED BY STATE BOARD OF ACCOUNTS, 2004" 

DISTRIBUTION : White-Division, Canary-Division, Pink-Cashier 


MAIL MR/FIN 1 



INDIANA STATE DEPARTMENT OF HEALTH 
MAIL MONEY RECEIPT 


DATE 06-JUN-19 

DIVISION ACUTE CARE (AC) 

FROM PLANNED PARENTHOOD 

STREET PO BOX 397 


RECEIPT NO. 19 65424 


CITY INDPLS 


STATE IN 


46206 


LICENSE TO OPERATE ABORTION CLINIC (Fund:17610, Program: 30000, 
Account: 423010, Department: 195129) 


RECEIVED 

JUN -7 2019 


AMOUNT $ 


1 , 000.00 


CASH 


CHECKS AND 69341: $1,000.00 

MONEY ORDERS 


MAIL CLERK 

REFUND Wade, Amber 

V 

REMARKS INDPLS 


Scats FORM 1066 {R7/12-04) 

SDH 10-0008 "APPROVED BY STATE BOARD OF ACCOUNTS, 2004 
DISTRIBUTION , WhiterDivision, Canary-Division, Pink-Cashier 


MAIL MR/FIN 1 





Division of Acute Caro Use Ontv 

Ont« Refected fmmldd/ww ) 



SECTION I - TYPE OF APPLICATION__ 


or Print Lealbl. 


Application (Chock appropriate Hem.) 

I - ! New Facility R3 Renewal □ Change of Ownership (Anticipated date of Snle/PurchaseJLaase (mmfdd/yyyy)) — 

Submit a doted end signed copy 0 / the blit of sole, lease or other document of transfer. 


SECTION II - IDENTIFYING INFORMATION 


A. Abortion Clinic Location __ 


Name or Abortion Clinic 

Planned Parenthood of India n a and Kentucky - Indianapolis _ 

Street Address (number end street) 


P.O. Box 


8590 Georgetown Road 


City 

Indianapolis 


Tele phone Number Fax Numb er 

(317) (317) 

872-3115 872-3118 


County 

Marion 


Abortion clinic mil ***** annjeanettebottoms @ppink.o 
Internet WabAddress : WWW.p pink.org- 


B. Mai ling Address fti different from abortion clinic location) 
Street Address (number end street) 

200 S. Meridian Street, Suite 400 __ 


City 

Indianapolis _ 


C. Licensee / Ownership Information ___ 


Licensee: The applicant entity as registered with the secretary or state 

Planned Parenthood of Indiana and Kentucky, INC. 

Street Address (number end street) 

200 S. Meridian Street, Suite 400 __ 

__ 



County 

Marlon 



P.O. Box 


ZIP Codo 44 

46225 


P.O, Box 


ZIP Ccdo+4 

46225 


Fiscal Year End Data (mm/dd) 

06/30 


















D. Sendees provided under this license: 

Cade Hems t utitl 2 asfollows: /. Provided directly by emphyvefs), 2. Providedb? a cviitnm seniiv. 2. Bath I ami 2. 


J, Ancillary Services; 


, D3 


Laboratory: CL!A Certificate Number. 


□ Radiology □ Counseling 


Family Planning 


Pharmacy 1—1 Other (LI,it ):, 


2. Abortion Services: □ Drug Induced Only □ Surgical Only C Both Drug Induced and Surgical 

For Item 2. Indicate the total number vfIndMtltuds (employee *r pint conintclon) u vrklna In ibix clinic. 77/// Includes hourly, port-lime. anJfulbtline petsnmt. 

3 , Staffing: Physicians; GO Registered Nurses: 00 Licensed Practical Nurses: 0D Licensed Social Workers: — 

Other (List title and number, do not use acronyms): _ .. ___ 


E. Number of Procedure Rooms Utilizing; 


Minimal Sedation 


ED ' 


Moderate Sedation 


F. Type of Entity: 
FMTrgffi 

□ Individual 

□ Partnership 

□ Corporation 

□ limited liability Company 

□ Sole Proprietorship 

□ Other (8padfy) _ 


Non-Profit 

0 Church Related 

□ Individual 

□ Partnership 
0 Corporation 

□ Limited Liability Company 

□ Other (speedy) _ 


□ state 
P County 

□ City 

□ City/County 
P Hospital District 

□ Federal 

□ Olher (specify) 




Position 

Name 

President / Chairperson / CEO 

Donna Kerr 

Vice-President / Vlce-Chalrpereon / COO 

Kristen Roby Dlmlow 

Treasurer/CFO 

Terri Pickens Manwell 

Secretary 

Tuan Ngo 


Addreas/Cfty/State/ZIP 


200 S. Meridian $t, 400 Indianapolis, IN 48225 


200 5. Madden St, Sla 400 IndiarapoitB, IN 48225 


200 S. Moridon St, 8to 400 Indianapolis, IN 46225 


200 S. Meridian St. Sle 400 Indianapolis. IN 46225 


H. Ownership and/or Change in Ownership: _ _ ____—. 

List names and addresses of Individuals Of organizations having direct or Indirect ownership or controlling intent of five percent (5%) 
in the applicant entity. Indirect ownership interest is an entity that has an ownership Interest In the applicant entity. Ownership In any 

en tity higher In a pyramid than the applicant constitutes indirect ownership, (Use additions! shoot if necessary.) _ 

ty ama | Business Addreas/CIty/3t ate/ZlP I E1N Number 



I. Declarations: . .—---— 

Has any applicant, or an owner or affiliate of the applicant, operated an abortion clinic that was closed as a direct result of patient health 
and safety concerns? DYES (ONO 

Has any principal or clinic staff member been convicted of a felony? □ YES □J'fSb 


Has any principal or clinic staff member aver employed by a facility owned or operated by me applicant that closed as a result of 
administrative or legal action? DYES (vrNO 

For any YES responses: attach copies ofaiimtnfitrati v a and legal documentation. Inspection reports, vfotathms and r emediation contracts. 

CERTIFICATION OF APPLICATION _ 

The undersigned hereby makes application for a license to operate an Abortion Clinic (Clinic) In the Slate of Indiana, and Jjj support of 
this application, represents and shows that the owner(s) and operators) are of reputable and rea go na ble ch ara cter, are able to amipty 
with the Abortion Clinic statues, 1C 16-21-2-2.5 and 1C 15-34, and the rules promulgated there under, 410IAC 26 and will operate and 
maintain this dlnic in accordance with those rules. 

I certify that tha operational policies of the dinfc wilt not provide for discrimination based upon race, color, creed, or national origin, 

I swear and affirm under the penalty of perjury that all statements made In this application and any attachments thereto are correct and 
complete and that I will comply with all regulations, laws, end ru les governing the Dcensing of dlnlcs in Indiana. 


Signature of the Medical Director: 


Printed Name and THte: 


Date of Signature (mm/dd/yyyy): 


Signature of the Clinic Administrator^ 


Printed Name and Title: AjinJeangH^BottomsT Area Service Director _ 

Date of Signature (mm/dd/yyyy): 1 (n/-tt/n - 


Deb Nucatola, Medical Director 





See the following page for instructions regarding licensure fees and subm i ssion 
of this application. 
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License Fee 


Select the appropriate fee based upon the total number of first trimester procedures as 
reported to the Indiana State Department of Health (1SDH) on the Terminated Pregnancy 
Report (State Form 36526). 


Check 

One 

Total First Trimester 
Procedures In the Clinic 

Fee 


Zero to 799 

$500.00 

✓ 

800 to 3,499 

$1,000.00 


3,500 to 6,999 

$2,000.00 


7.000 and above 

$3,000.00 


410 !AC 15-5-3 


Enclose the following: 

1 . a completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures , either: 

(A) A copy (in writing) of the physician's admitting privileges; or 

^ (1) his/her written agreement with another physician with admitting privileges; and 
(2) a copy (in writing) of that physician's admitting privileges . 

4. Payment made payable to "Indiana State Department of Health/' 


Mail to: 

INDIANA STATE DEPARTMENT OF HEALTH 
ATTENTION: CASHIER’S OFFICE, 2-C 
2 NORTH MERIDIAN STREET 
INDIANAPOLIS, INDIANA 46204 
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APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

pSr) State Form 62233 (R3 1 3-14) 
j ft/ Approved by State Board of Accounts. 2014 
</ Indiana Slate Department of Hoatth-Dlvislon of Acute Care 
(Pursuant to tC 16-21-2 and 410IAC 26) 



Date Received (mm/dd/yyyy). 


Division of Acute Care Use Onb 


Date Approved (mm/ddfyyyyL 


Date Rejected (mm/ddJyyyy)„ 


plasso Type or Print Lealbiy. _ — .. . —-“* 

SECTION I - TYPE OF APPLICATION __ 

Application (Check appropriate item.) 

□ Now Facility 0 Renewal 


---- SECTION II ■ IDENTIFYING INFORMATION 


A. Abortion Clinic Location ___ — - 


Name of Abortion Clinic 

Planned Parenthood ol Indiana and Kentucky - Indianapolis 


Street Address (number end street) 

6590 Georgetown Road __—------ 

- C»y- - C ° u "’ y 

Indianapolis _ _________ ~? ri ° n ---- 

Telephone Number Fax Number 

1 317 ) ( 317 } Abortion rilnlr r mall address;, »nn| nano ti e .boHom 8 @PP!nU._or£ 

672-3115 872-31 IB 


P.O. Box 


ZIP Codo *4 


Internal Web Address: www.ppink.or 


B . Maili ng Address (if different from abortion clinic location) 
Street Address (number and street) 

200 S. Meridian Street , Suite 400 ___— 

"City ” 

Indianapolis _ • ____ ■ . — 

C. Llcensee/Ownerehlp Inform ation _ 

Licensee: The applicant entity as registered with the secretary of stale 

Planned Parenthood of I ndiana and Kentucky. INC. — 

Street Address (number and street) 

200 S. Meridian Suit e 400 _- 

City 

Indianapolis __.___ 

Telephone Number ~[Fax Number 


| Indiana 
EIN Number 



ZIP Codo *4 


P.O. Box 


ZIP Coda *4 


46225 __ 

Fiscal Year End Date (mm/dd) 


35-0874276 


















D. Services provided under this license: 

Codr items l ami 2 as follow. I Provided dim ily by anpbycvis). 2. Proud, tl hi .»<•>"»"<' ■' Bnth 1 '" ,J 2 


\. Ancillary Services 


rices: □ Laboratory' CLIA Certificate Number 15 00360690 


□ Radiology □ Counseling 


0 Family Planning □ Pharmacy □ Other (List): 


2 . Surgical Services: LU Gynecology I —\ Other (List): .— —-—.. 

/•<»• Hem l iWiYu/f the total number of mdiviilituh (employers/tins am tmctonl wking in tins clink This mimics homly. /wtl-nmr. and lull 


3. Staffing: Physicians: m Registered 


Nurses: 0 Licensed Practical Nurses: til] 


Licensed Social Workers: 


Other (List fill,’ tnul number): 


E. Number of Procedure Room6 Utilizing: 


Local analgesia/aneslhetlc 

F. Type of Entity: 

For Profit 

0 Individual 
0 Partnership 
0 Corporation 
0 Limited Liability Company 
0 Sole Proprietorship 
0 Olhor (specify) __. 


Moderale/Cortscious Sedation 


Non-Profit 

0 Church Related 
0 Individual 
0 Partnership 
0 Corporation 
0 limited Liability Company 
□ Olhor (specify) __ 


Government 

□ State 
f~~) County 

□ City 

□ Cily/Counly 
Q Hospital District 
0 Federal 

0 Olher (specify) 




G. Officers tit the business sntifv is Inco norat 


Position 

Name 

Adtfress/City/atate/ZtP 

President/Chairperson/CEO 

Donna Kerr 

20D South Meridian. Suite 400 
liullonapuiis, IN 46225 

Vice-PresIdenWice-Chalrporaon/COO 

Kristen Roby Dlmlow 

200 South MatdUn. Suite 4(H) 
mlioittpolfo. IN 4622J 

___— 

Treasurer/CFO 

ferri Pickens Manwell 

200 South Meridian. Suite 4 00 

JmUnnapoH*. IN 46223 

Secretary 

Tuan Ngo 

20D South Meridian, Suite 400 
tndiampotk IN 46223 


H, Ownership and/or Change In Ownershi _ 

list names and addresses of individuals or organizations having direct or Indirect ownership or controlling interest offtvo percent t$%) 
tn the appSoent entity. Indlra-ct ownership interest Is an entity that haa an ownership interest In the applicant entity. Ownership in any 
entity higher In a pyramid than frte applicant constitutes indirect ownership. (Use additional shoot irne cBssa.y.) 



_ CERTIFICATION OF APPLICATION _ 

The undersigned hereby makes application for a license to operate an Abortion Cllnic{Clinlc) In the State of Indiana, and In support of 
this application, represent! and shows that the owners) and operators) are of reputable and reasonable icharacter, arealbietocirnnpdy 
with the Abortion Clinks statues, 1C 18-21-2-2.8 and 1C 18-34, and the rules promulgated there under, 410 IAC 28 and will operate and 
maintain thte cltnloln accordance with those roles. 

I certify that the operational policies of the clinic will not provide for discrimination based upon race, color, craed, or national origin. 

I swear and affirm under ihe penalty of perjury that an statements made In this application end any attachments thereto are correct and 
complete end that I will comply with all regulations, laws, end rules governing the licensing of clinics in Indiana. 


Signature of the Medical Director: 


Printed Name and This: * 


Date of Signature (mmkfdfyyyyJ: 


Signature of the Cllnlo 
Administrator: 


Printed Name and Title: 


Date of Signature fmmWcU/wyJ; 





fees and submission 



3 























January 15,2019 


Dear 


It is my pleasure to inform you that the 

has approved your reappointment at 
« You have been reappointed to the Active category. 


\ in the 


Your approved clinical privileges am effective . Your reappointment date is 


Please log on to to careful ly review your approved privileges for any modifications to the 

original submission. The instructions me attached. If you need a copy of vour clinical 

privileges, please contact or 

Medical Staff members (physicians and dentists) in the Active category: if you are not 
currently board certified, please review of the 

Sincerely, 


Attachment 






June 27, 2018 


RE: Membership and Clinical Privileges 
Dear 

I am pleased to inform you that your Application for Reappointment and Request for Clinical 

Privileges to! ' V which includes • &n ° 

have been approved by the Board ot 

Directors for to as a, member of the Medical Staff. 

is committed to providing a safe environment and to meeting the medical and 
emotional needs of patients, families, visitors', employees, arid staff. Members of the 

Medical/Allied Health Staff arc obliged to carry themselves in such a manner which exemplifies the 
utmost respect and professionalism. By receipt of this letter and the attached copy of 
Code of Conduct Policy, you agree to abide by this policy. 

If you have any questions regarding your appointment, please contact your supervising physician or 
the Medical Slaff Services Office at the number below, 

Sincerely, 







February 16,2018 


Dear 

I am happy to notify you that the Board of Directors, on the recommendation of the Medical Staff, has 

approved your reappointment to the medical staff of 

North. Your reappointment period Is effective from through 


A current copy of your delineation of privileges Is enclosed. 

The Board of Directors, Medical Staff and Administration appreciate your continued service to the hospital. 
If you have any questions please contact the Medical Staff Office at 


Sincerely, 






November 07, 20)8 


RE: Membership and Clinical Privileges 
Dear 

I am pleased to inform you that your Application for Reappointment and Request for Clinical 
Privileges to " *' **' which includes I, . 'and 

, & , have been approved by the Board of 

Directors for to as a member of the Medical Staff. 

is committed to providing a safe environment and to meeting the medical and 
emotional needs of ‘patients, families, visitors, employees, and staff. Members of the 

Mcdical/Allicd Health Staff are obliged to cany themselves in such a manner which exemplifies the 
utmost respect and professionalism. By receipt of this letter and the attached copy of 
Code of Conduct Policy, you agree to abide by this policy. 

If you have any questions regarding your appointment, please contact your supervising physician or 
the Medical SuiffScrvices Office at the number below. 


Sincerely, 





December 21, 2018 


RE: Reappointment of privileges 


Dear 


Please allow this letter to confirm with you that the • of the conical ^ 

accepted a recommendation from the Medical Executive Committee to continue your membership and clinical 

privileges. Your reappointment period Is from to 

As a member of the Medical Staff, you are expected to fulfill all requirements set forth in the Bylaws Rules and 
Regulations and Policies and Procedures and to keep all records up to date. Bylaws are located on the Medl 

Office at 


Reappointment to the Medical Staff Is contingent upon your maintaining the prescribed standards of the Bylaws and 
approved Medical Staff policies. 

The Board of Directors, Medical Staff, and Administration appreciate your continued service to the hospital. Please 
contact the Medical Staff Office at if you have any questions. 


Sincerely, 





August 23,2017 


RE: Membership and Clinical Privileges 
Dean 

1 am pleased to inform you that your Application for Reappointment arid Request for Clinical 

Privileges to ■ ' " which includes 1 » - an _ d 

& . >, have been approved by the Board o! 

Directors for to as a member of the Medical Staff. 

is committed to providing a safe environment and to meeting the medical and 
emotional needs of: . 5 - , families, visitors, employees, and staff. Members of the 

Mcdical/Allicd Health Staff arc obliged to cany themselves in such a manner which exemplifies tne 
utmost respect and professionalism. By receipt of this letter and the attached copy of. 

Code of Conduct Policy, you agree to abide by this policy. 

If you have any questions regarding your appointment, please contact your supervising physician or 
the Medical Staff Services Office at the number below. 


Sincerely, 





June 24, 2019 

Randal! D Snyder 

Division Director, Acute Care 

Indiana State Department of Health 

RE: 


Dear Sir/Madam: 

are committed to the provision of quality care and are accredited 
, • ’ • Our. 

by We 

are accredited by the , 

engage in peer review, quality management activities, ongoing professional practice evaluation and 
focused professional practice evaluation. We monitor our practitioners in six areas of general 
competency - patient care, medical/clinical knowledge, practice-based learning and improvement, 
interpersonal and communication skills, professionalism, and systems-bgsed Practice. 

The above practitioner has met the necessary requirements to maintain clinical pirtlegesiand 
membership on the Medical/Dental/Allied Health Staff including professional, moral, ethical and 

physical requirements. 


Facility: 

Staff Appointment Date: 

Staff Status: i 

Department/Section: 

Specialty: 

If you need additional information, please contact me. 
Sincerely, __.... ........ 






I 


\ 


l 


June 24, 2019 

Randall D Snyder 

Division Director, Acute Care 

Indiana State Department of Health 

RE: 


Dear Sir/Madam: 

are committed to the provision of quality care and are accredited 


are accredited by the , y vve 

engage in peer review, quality management activities, ongoing professional practice evaluation and 
focused professional practice evaluation. We monitor our practitioners in six areas of general 
competency - patient care, medical/clinical knowledge, practice-based learning and improvement, 
interpersonal and communication skills, professionalism, and systems-based practice. 

The above practitioner has met the necessary requirements to maintain clinical privileges and 
membership on the Medical/Dental/Allied Health Staff including professional, moral, ethical and 
physical requirements. 


Facility: 

Staff Appointment Date:, 
Staff Status: 
Department/Section: 
Specialty: 


if you need additional information, please contact me. 
Sincerely, _ . .. ___ _ - 





6 / 24/2018 


Print this Pa ge 

Medical Staff Membership or Affiliation 

06/24/2019 

Randall D Snyder 
Division Director 

Indiana State Department of Health 
Re: 

Is committed to the provision of quality care and is accredited by 
t j^ e ; , We engage in quality review activities for the purpose of concurrent 

and retrospective data collection, review and reporting. We continually monitor and evaluate 
the care our staff provides, including complication and mortality rates, number of admissions 
and procedures, peer review findings from drug usage evaluation, surgical case review, 
transfusion review, medical records review and departmental review, along with other 

indicators of the quality of care. 

The practitioner has met the necessary requirements to maintain clinical privileges and 
membership on the Medical/Dental/Allied Health Staff including professional, moral, ethical 

and physical requirements. 


Entity Name: 

Staff Appointment Date: 
Staff Status: 

Department: 

Category: Current 
Credentialed From Date: 
Credentialed To Date: 


Entity Name: 

Staff Appointment Date: 
Staff Status: Active 


i/?. 





0 / 2 - 1/2019 


Department: 

Category: Current 
Credentialed From Date: 
Credentiaied To Date: 


Should you require additional information or if you have questions, please contact the Medical 
Staff Services Department at 


Sincerely, 






6 / 24/2019 


Print this Pa ge 

Medical Staff Membership or Affiliation 

06/24/2019 

Randall D Snyder 
Division Director 

Indiana State Department of Health 
Re: 

Is committed to the provision of quality care and is accredited by 
tf-jg ' . We engage in quality review activities for the purpose of concurrent 

and retrospective data collection* review and reporting. We continually monitor and evaluate 
the care our staff provides, including complication and mortality rates, number of admissions 
and procedures, peer review findings from drug usage evaluation, surgical case review, 
transfusion review, medical records review and departmental review, along with other 

indicators of the quality of care. 

The practitioner has met the necessary requirements to maintain clinical privileges and 
membership on the Medical/Dental/Allied Health Staff including professional, moral, ethical 

and physical requirements. 


Entity Name: 

Staff Appointment Date: t 
Staff Status: Active 
Department; 

Category: Current 
Credentialed From Date: 
Credentialed To Date: 


Entity Name: 

Staff Appointment Date: 
Staff Status: 





6 / 24/2019 


Department; * 

Category: Current 
Credentialed From Date: 
Credentialed To Date: , 



Should you require additional information or if you have questions, please contact the Medical 
Staff Services Department at 

Sincerely, 



?J2 






Eric J. Holcomb 
Governor 



Indiana State 
Department of Hccilth 

An Equal Opportunity Employer 


Kristina Box, MD, FACOG 
S/nlo Health Commissions 


June 25, 2019 


Facility 013765 


KALI LA WEINER 

PLANNED PARENTHOOD OF INDIANA AND KENTUCKY, INC - 
200 S. MERIDIAN STREET, SUITE 400 
INDIANAPOLIS, IN 46225 


Dear KALILA WEINER: 

On behalf of the State Health Commissioner, and as provided 
for by state law, I hereby issue your license to operate an 
abortion clinic as defined in Indiana code 16-21. 

Enclosed is your license which is valid for the period 
July 1, 2019 through June 30, 2020. 

Sincerely, 




JENNIFER HEMBREE RN 
Nurse Surveyor Supervisor 
Program Director Hospitals/ASCs 
317/232-3095 


Enclosure (1) 



Indiana 

A State that Works 


2 North Meridian Street * Indianapolis, IN 46204 
317,233.1325 

www.statchealtti.ln.gov 


To promote, protect, and 
improve the hoollh one/ safety 
of all Hoosiers. 





Indiana State Department of Health 


Abortion Clinic License 

This is to certify that: 

PLANNED PARENTHOOD OF INDIANA AND KENTUCKY, INC - LAFAYETTE d/b/a 

PLANNED PARENTHOOD OF INDIANA AND KENTUCKY, INC - 

964 MEZZANINE DR 
LAFAYETTE, IN 

anjlbortion Cbinic, has fulfilled tfie requirementsfor Cicensure andis subject to provisions ofIC 16-21 ancftfic 
rubes of t fie Indiana State (Department of Health issued thereunder. 

qfiis Rccnse sfiaCCnot be assignable or transferable, andsfiaffbe subject to revocation at any time by the Indiana 
State (Department ofHealthforfailure to compfy until the laws of the State of Indiana or the rules of the 
Indiana State (Department of Health issued thereunder. 

License number 19-013765-1 is effective July 1, 2019 and expires Suite 30, 2020. 





RANDALL SNYDER PT, MBA 
DIRECTOR, ACUTE CARE DIVISION 







INDIANA STATE DEPARTMENT OF HEALTH 
MAIL MONEY RECEIPT 


DATE 

DIVISION 

FROM 

STREET 


06-JUN-19 
ACUTE CARE (AC) 
PLANNED PARENTHOOD 
PO BOX 397 


RECEIPT NO. 1965423 


CITY INDPLS 


STATE IN 


<167.06 


LICENSE TO OPERATE ABORTION CLINIC(Fund:17610, Program: 30000. 
Account: -123010, Department; 195129) 


AMOUNT $ 


500.00 


CASH 


CHECKS AND 69342; $500.00 

MONEY ORDERS 


REFUND 


MAIL CLERK 
Wade, Amber 


REMARKS LAFAYETTE 


State FORM 1086 (R7/I2-04) 

SBH 10-0008 "APPROVED BY STATE BOARD OF ACCOUNTS, 2004“ 

DISTRIBUTION : White-Division, Canary-Division, Pink-Cashier 


MAIL MR/FIN i 



INDIANA STATE DEPARTMENT OF HEALTH 
MAIL MONEY RECEIPT 


DATE 06-JUN-19 

DIVISION ACUTE CARE (AC> 

FROM PLANNED PARENTHOOD 

STREET PQ 397 


| RECEIPT NO. 1965423 


CITY INDPLS 


STATE IN 


46206 


LICENSE" TO OPERATE ABORTION CLINIC (Fund:17610, Program: 30000, 
Account: 423010, Department: 195129) 


received 

m-’ im 





CHECKS AND 69342: $500,00 

MONEY ORDERS 


REFUND 


MAIL CLERK 
Wade, Amber 


REMARKS LAFAYETTE 


State FORM 1086 {R7/12-04) 

SBH 10-0008 "APPROVED BY STATE BOARD OF ACCOUNTS, 2004 

DISTRIBUTION , White-Division, Canary-Division, Pink-Cashier 


MAIL MR/FIN 1 





APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

Stole Form 52233 <R8 /1-19} 

5/ Indiana Stale Department of Health-Division of Acute Care 
^ (Pursuant to 1C 16-21-2 end 410IAC 26 K 


Date Received (mm/dd/yyyy)_ 


te Approved (mm/dd/yyyy)_ 


.Date Rejected (mm/dd/yyyy}„ 



ECTIONI - TYPE OF APPLICATION 


Application (Check appropriate item.) 


P New Facility 0 Renewal □ Change o Ownership (Anticipated date of Sale/Purchase/Leaso (mm/ddfyyyy)) - 

Submit a i eted and signed copy of the bill of seta, lease or other document of transfer. 


SECTION II - IDENTIFYING INFORMATION 


A. Abortion Clinic Location 


Name of Abortion Clinic 

Planned Parenthood of Indiana and Kentucky - Lafayette _ 

Slreel Address (number and street) 

964 Mezzanine Drive __ 


County 

Tippecanoe 


Lafayette 


Telephone Number I Fax Number 


(765) 

286-3701 


(765) 

446-8160 



iinic e-mail address: maritza.torresejDPlnk.or 


eb Address: WWW.PPlnk.Ofg 


B. Ma iling Address (if different from abortion clfnlc location) 

Street Address (number and slreel) 

200 S. Meridian SL, Ste. 400 


City 


County 

Marion 


Indianapolis _ 


C. Licensee / Ownership Information_ 


Licensee: The applicant entity as registered with the secretary of state 

Planned Parenthood of Indiana and Kentu cky, INC _ 

Street Address (number and street) 

200 S. Meridian St., Ste. 400___ 

‘ city ' - Sl0t9 

Indianapolis _!£L 

EIN Number 



P.O. Box 


ZIP Code+4 

47905 



35-0874276 


P.O. BOX 


ZtP Code +4 
46225 


P.O. Box 


ZiP Code+4 

46225 

Fiscal Year End Date (mmMd) 

06/30 

















D. Services provided under this license: 

Cwtr items I mid 2 as follows: I. Provided directly by employeefs). 2. Provided by a contract service. 3. Both I and 2. 


Ancillary Services: m Laboratory: CLIA Certificate Number 1500360690 


□ Radiology □ 


Radiology L-J Counseling 


Family Plarmin 


Pharmacy u Other (List): 


2. Abortion Services 


ices: 0 


Drug Induced 


Orly □ 


Surgical Only I—I Both Drug induced and Surgical 


For item 3, Indicate the total number of individuals (employ* cs plus contractors) working in this clinic. This Includes hourly, part-time, and full-time persons. 

3. Staffing: Physicians: LiLl Registered Nuises: El Licensed Practical Nurses: LiD Licensed Social Workers: GO 


Other (List title and number, do not use acronyms): 


E, Number of Procedure Rooms Utilizing 


i 


Minimal Sedation 


Moderate Sedation 



F. Type of Entity: 

F°r Profit 

□ Individual 

□ Partnership 

□ Corporation 

□ Limited Liability Company 
P Sole Proprietorship 

□ Other (specify) . 


M°n:Rr°m 

O Church Rolated 
O Individual 
P Partnership 
0 Corporation 
□ Limited Liability Company 
D Other (specify) _ 


Government 

P State 

□ County 
Pcity 

P CHy/County 

□ Hospital District 
P Federal 

P Other (specify) 







G. Officers (If the business entity Is incorporated 


President / Chairperson / CEO 

mi 

nna Kerr 

200 S. Meridian SL Ste. 400 Indianapolis. IN 46225 

Vice-President / Vice-Chairperson / COO 

IE! 

sten Roby Dimlow 

200 S. Meridian SL Ste. 400 Indianapolis, IN 46225 

Treasurer/CFO 


rrl Pickens Manweil 

200 S. Meridian SL Ste. 400 Indianapolis, IN 46225 

Secretary 

E! 

an Ngo 

200 S. Meridian SL Ste. 400 Indianapolis, IN 46225 


H. Ownership and/or Change In Ownershl 



irgaAlzatlons having direct or Indirect ownership or controlling interest of five percent (5%) 
Brest Is an entity that has an ownership Interest In the applicant entity. Ownership In any 
constitutes indirect ownership. (Use additional sheet If necessary.) __ 


Business Addrees/City/State/ZIP I HN Number 



I, Declarations: __ 


Has any applicant, or an owner or affiliate of tha 
and safety concerns? □ YES 0 NO 

Has any principal or clinic staff member been cor 

Has any principal or clinic staff member over em| 
administrative or legal action? DYES 0 

For any YES responses: attach copies of admlnlsi 


The undersigned hereby makes application for a 
this application, represents and shows that the o’ 
with the Abortion Clinic Btatues, 1C 16*21-2-2.5 a 
maintain this clinic in accordance with thosa rules 

1 certify that the operational policies of the clinic v 

I swear and affirm under the penalty of perjury th 
complete and that I will comply with all regulation 


Signature of the Medical Director: 


Printed Name and Title: 


Date of Signature (mm/dd/yyyy): 


Signature of the Clinic Administrator: 


Printed Name and Title: 


Date of Signature (mm/dd/yyyy): 


See the followin 


of this application 


ippllcant, operated an abortion clinic that was closed qb a direct result of patient health 
vlcted of a felony? □ YES 0 NO 

loyed by a facility owned or operated by the applicant that closed as a result of 
10 

■stive and legal documentation, Inspection reports, violations and remediation contracts 


CERTIFICATION OF APPLICATION _ 


Icense to operate an Abortion Clinic (Clinic) in the Stale of Indiana, and in support of 
’ner(s) and operator(s) are of reputable and reasonable character, are able to comply 
d 1C 16-34, and the rules promulgated there under, 410 tAC 26 and will operate and 

ill not provide for discrimination based upon race, color, creed, or national origin. 

it all statements made In this application and any attachments thereto are correct and 
taws, and rules governing the licensing of clinics in Indiana. 


Nucatola, Medical Director 


6/21/19 



a Weiner, Health Center Manager ___ 

MM _ „ — 

inmtinns regarding licensure fees and submission 







































License Fee _ 


Select the appropriate fee based i pon the total number of first trimester procedures as 
reported to the Indiana State Dep« rtment of Health (ISDH) on the Terminated Pregnancy 
Report (State Form 36526). 



Check Total IFirst Trimester 

One Procedures in the Clinic 


Zero to 799 


9 


99 


above 


410IAC 15-5-3 


lESSCtEKlS 

\ wmmm 

IB BjEBiEJ i 



$500. 


$1,000.00 


$2,000.00 


$3,000.00 


Enclose the following: 

1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing, procedures, either: 

(A) A copy (In writing) of the ph rslclan’s admitting privileges; or 

(B) A copy of: ei 

(1) his/her written agreemem with another physician with admitting privileges; and 

(2) a copy (in writing) of that physician's admitting privileges. 

4. Payment made payable to "Indiana State Department of Health." 


Mall to: 


INDIANA STATE DEPARTMENT OF HEALTH 
ATTENTION: CASHIER’S OFFICE, 2-C 
2 NORTH MERIDIAN STREET 
INDIANAPOLIS, INDIANA 46204 















APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

Stale Form 52233 <R3/3-14) 

Approved by State Board of Accounts, 2014 

Indiana State Department of Health-Division of Acute Care 

(Pursuant to 1C 16 - 21-2 onr:J 410/AC 26) 


Date Received {mmlddlyyyy).. 


.Date Approved (mmlddlyyyy),. 


_Dato Rejected (mmlddlyyyy),. 


Please T""e or Print Leaib/v. 


Application (Check appropriate Hem.) 


SECTION I-TYPEQFAPPLICATION 


D New Facility S6 Renewal D Change of Ownership (Anticipated date of Sote/Purchase/Leose(mmlddlyyyy)} 

r' Submit a dated and signed copy of !he bill of sale, lease or other document of transfer. 


SECTION II - IDENTIFYING INFORMATION 


A. Abortion Clinic Location 


Name of Abortion Clinic 

Planned Parenthood of Indiana and Kentucky - Lafayette 


Street Address (number and street) 
864 Mezzanine Drive 



1 




D. Services provided under this license: 

Codr Ill'll t and 2 </A tallows; I. t'rm i,led din ette hy nnfihyertM. 2- f'nnided h\ a, onte.n i .'Civhr. 3. fit ‘Hi I amt 


|. Ancillary Services: m Laboratory: CL IA Certificate Number J500360690_ E—I Radiology [U Counseling 

EH Family Planning □ Pharmacy □ Othci (List). .. - • ..—-— 


□ Gynecology □ 


Other (List)'. 


2. Surgicul Sen-ices: 

far itrm J. mdieate the total number of ittdivtdnuh (employees pit, \ eamaetart, «t,rkm K m this tUnit lbs deludes tmmb. p*t4m. mdhdhumc ,« non*. 

3. Staffing : Physicians: 0 Kegistcrcd Nurses: 0 Licensed Practical Nurses: EH 


Licensed Social Workers: 


Other (List title an,I number): — "" .‘m 


E. Number of Procedure Rooms Utilizing: 


Local analgesia/aneslhelic 

F. Typo of Entity: 

For Profit 

□ Individual 
D Partnership 

□ Corporation 

□ Limited Liability Company 

□ Sole Proprietorship 

□ Other (specify) __ 



Moderate/Conscious Sedation 


Non-Profit 

Government 


□ Church Related 

□ State 


0 Individual 

0 County 


0 Partnership 

□ City 


0 Corporation 

o Clty/Counly 


0 Limited Liability Company 

Q Hospital Distal 



□ Federal 



□ Olher (speedy) _ 






G. Officers fit the business entile is inco nomtecf) 

Position 

Name 

Address/C ft y/State/Z l p 

Pres Wen t/Chalrperson/CEO • 

Donna Kerr 

200 South Meridian Suite 400 

Indianapolis, IN 46225 

Vtce-PresidenWIce-Chairporson/COO 

<ri8ten Roby Dimlow 

200 South Meridian. Suite 400 

Indianapolis, IN 46225 

Treasurer/CFO 

Terri Pickens Manweil 

ZOO South Meridian, Suite 400 
jlndianapoUs, IN 46223 

Secretary 

Tuan Ngo 

200 South Meridian. Suite 400 
ndiaoopofl*. IN 46225 


H. Ownership and/or Change in Ownership; . 


list names-and addresses of individuals or organizations having direct or indirect ownership or controlling interest of five percent <5%) 
In the applicant entity, (ndlre-ct ownership Interest is an entity that has an ownership Interest in the applicant entity. Ownership In any 
entity higher in a pyramid than the applicant constitutes Indirect ownership, ft/se additional sheet If n$cesse,y.) 



CERTIFICATION OF APPLICATION _ 


Theundersigned hereby makes application for allcense to operate an Abortion Cllnlo(Cllnic) in the Stale of Indiana, and )n supportof 
this application, represents and shows thattho owners) and oparator(s) are of reputable andreasonable character, are able to comply 
with the Abortion Clinic statues, 1C 16-21-2-2.5 and 1C 18-34, and the rules promulgated there under, 410IAC 26 and wifi operate and 
maintain this clinic In accordance with those rules. 

I certify that the operational policies of the clinic will not provide for discrimination based upon race, color, creed, or national origin. 

t swear and affirm under the penalty of perjury that all statements made In this application end any attachments thereto are correct end 
complete and that I will comply with all regulations, laws, and rules governing the Bcenslng of clinics in Indiana, 


Signature of the Medical Director. 


Printed Name and Title: 


Date of Signature (mmlddfyyyyj: 


Signatures the Clinic 
Administrator: 


Printed Name and Title: 


Date of Signature (mmtddlyyyyJ: 



ilita Weiner. Health Cc 


/15/20)9 


fees and submission 


























License Fee 


Select the appropriate fee based upon the total number of first trimester procedures as 
reported to the Indiana State Department of Health (ISDH) on the Terminated Pregnancy 
Report (State Form 36526). 


Check 

One 

Total First Trimester 
Procedures in the Clinic 

Fee 

V 

Zero to 799 . 

$500.00 

800 to 3.499 L 

$1,000.00 


3.500 to 6.999 

7,000 and above i 

$2,000.00 

$3,000.00 


Indiana Hospital Council; 4141 AC 1-1-3 


Enclose the following: 


1. A completed Application for License to Operate an Abortion Clinic (this form). 

2: Any supporting attachments. 

3. For each physician performing procedures , either: 

(A) A copy (in writing) of the physician’s admitting privileges; or 

^ ^ m\ his/her written agreement with another physician with admitting privileges, and 
(2) a copy (In writing) of that physician’s admitting privileges. 

4. Payment made payable to "Indiana State Department of Health." 


Mail to: 

INDIANA STATE DEPARTMENT OF HEALTH 
CASHIER’S OFFICE 
P. O. BOX 7236 

INDIANAPOLIS, INDIANA 46207-7236 






Planned Parenthood of Indiana and Kentucky 


200 South Meridiai Street, Suite 400, Indiaspdis 46225 
Maling AdctessRO. Box 397 Indianaprfc 46206*0397 
p: 317.637.4343 ■ f; 317.637.4344 
vwvw.ppink.org 


May 22, 2019 


Planned Parenthood of Indiana and Kentucky 
964 Mezzanine Dr 
Lafayette, IN 47905 

Re: Backup Agreement for Tippecanoe County 


Drs. 


This letter confirms our agreement that 1 will provide emergency back-up services tor your 
abortion patients in the event of a complication, emergency, or other medical need that requires 

hospitalization. 

1 have admitting privileges in at, _ * 

Indiana. As needed outside of usual care practices, I will arrange for patient admission and care 
according to each patient's need. As per Planned Parenthood of Indiana and Kentucky's guidelines 
and accepted medical standard of care, any patient needing immediate care should be evaluated at 
the closest emergency care center. 

In the event my services arc needed under this agreement, 1 have provided you with my phone 
number. Please provide the patient's name, reason for referral, current medical condition and 
means of transport. A copy of all available patient records should be sent with the patient. 

1 agree to provide you thirty (30) days’ notice if I need to modify or cancel this agreement for any 
reason. 


Sincerely, 







I 

November 01,2017 


RE; 


Dear Sir/Madam: 

i are committed to the provision of quality care and are accredited 

; are accredited by the • ■ , ’ ■ , 

engage in peer review, quality managemeni activities; ongoing professional practice evaluation ana 
focused professional practice evaluation. We monitor our practitioners in six areas of general 
competency - patient care, medical/clinical knowledge, practice-based learning and improvement, 
interpersonal and communication skills, professionalism, and systems-based practice. 

The above practitioner has met the necessary requirements to maintain clinical privileges and 
membership on the Medical/Dentai/Allied Health Staff including professional, moral, ethical and 
physical requirements. 


Facility: 

Staff Appointment Date: 

Staff Status: 

Departmeht/Sectlon: 

Specialty: 

If you need additional information, please contact me. 


Sincerely, 







June 24,2019 

Randal! D Snyder 

Division Director, Acute Care 

Indiana State Department of Health 

RE; . 


Dear Sir/Madam: 

are committed to the provision of quality care and are accredited 
k y ' ' Our 

j are accredited by the •- •••,-. . * . 

enqaqe in peer review, quality management activities, ongoing professional practice evaluation and 
focused professional practice evaluation. We monitor our practitioners in six areas of general 
competency - patient care, medical/clinical knowledge, practice-based learning and improvement, 
interpersonal and communication skills, professionalism, and systems-based practice. 

The above practitioner has met the necessary requirements to maintain clinical privileges and 
membership on the Medical/Dental/Allied Health Staff including professional, moral, ethical and 

physical requirements. 


Facility: 

Staff Appointment Date: From: 

Staff Status: 

Department/Section: 

Specialty: 

If you need additional information, please contact me. 


Sincerely, 







Eric J. Holcomb 
Governor 



Indiana State 
De partment of Health 

^ An Eijus/ Opportunity Employer 


Kristina Box, MD, FACOG 
State Health Commissioner 


June 25, 2019 
Facility 011116 
LOLITA KINSEY-BROWN 

PLANNED PARENTHOOD OF INDIANA AND KENTUCKY INC 
200 S. MERIDIAN STREET, SUITE 400 
INDIANAPOLIS, IN 46225 


Dear LOLITA KINSEY-BROWN: 

On behalf of the State Health Commissioner, and as provided 
for by state law, I hereby issue your license to operate an 
abortion clinic as defined in Indiana code 16-21. 

Enclosed is your license which is valid for the period 
July 1, 2019 through June 30, 2020. 

Sincerely, 



JENNIFER HEMBREE RN 
Nurse Surveyor Supervisor 
Program Director Hospitals/ASCs 
317/232-3095 


Enclosure (1) 



Indiana 

A State that Works 


2 North Meridian Street * Indianapolis, IN 46204 
317.233.1325 

www.8tateheaiih.in.gov 


To promote, protect, and 
improve the health and safety 
of all Hoosiers, 



Indiana State Department of Health 


Abortion Clinic License 

iTiis is to certify that: 

Planned Parenthood Of Indiana and Kentucky INC d/b/a 

PLANNED PARENTHOOD OF INDIANA AND KENTUCKY INC 

8645 CONNECTICUT ST 
MERJRILLVILLE, IN 

an Abortion Clinic, has fulfilled tfie requirements for Reinsure and is subject to provisions ofIC 16-21 and the 
ruffes of the Indiana State (Department of Health issued thereunder. 

qXiis license shad not he assigna6fe or tranferahfe, and shad he subject to revocation at any time hy the Indiana 
State (Department of Health forfaiCure to comply with the haws of the State of Indiana or the rufes of the 
Indiana State <Department of Health issued thereunder. 

License num6er 19-011116-1 is effective July 1, 2019 and expires June 30, 2020. 







RANDALL SNYDER PT, MBA 
DIRECTOR, ACUTE CARE DIVISION 


Slate Form 44S40 (R6/5-05) 




INDIANA STATE DEPARTMENT OF HEALTH 
MAIL MONEY RECEIPT 


DATE 

DIVISION 

FROM 

STREET 


06-JUN-19 
ACUTE CARE (AC) 
PLANNED PARENTHOOD 
PO BOX 397 


jRECEIPT NO, 1965425 


CITY INDPLS 


STATE IN 


4 6206 


LICENSE TO OPERATE ABORTION CLINIC (Fund; 17610, Program: 30000, 
Account:: 423010, Department: 195129) 


CASH 


AMOUNT 


1 , 000.00 


CHECKS AND 69340: $1,000.00 

MONEY ORDERS 


REFUND 


MAIL CLERK 
Wade, Amber 


REMARKS MERRILLVILLE 


state FORK 1066 (R7/12-04) 

SHH 10-0008 "APPROVED BY STATE BOARD OF ACCOUNTS, 2004” 
DISTRIBUTION j White-Division, Canary-Division, Pink-CaBhier 


MAIL MR/FIN 






INDIANA STATE DEPARTMENT OF HEALTH 
MAIL MONEY RECEIPT 


PATE 06-JUN-19 

DIVISION ACUTE CARE {AC} 

FROM PLANNED PARENTHOOD 

STREET PO BOX 397 


RECEIPT NO . 1965425 


CITY INDPLS 


STATE IN 


LICENSE TO“oPERATE ABORTION CLINIC (Fund:17610, Program: 30000 
Account: 423010, Department: 195129} 


46206 


1 , 000,00 


RECEIVED 

JUN "7 2019 

Indiana State Department of Health 
Acute Care Division 



CHECKS AND 69340: $1,000.00 

MONEY orders 


REFUND 


MAIL CLERK 
Wade, Amber 


REMARKS MERRILLVILLE 


State FORM 1086 {R?/12 -04) 

SBH 10-0009 "APPROVED BY STATE BOARD OF ACCOUNTS, 2004" 
DISTRIBUTION : White-Division, Canary-Division, Pink-Cashier 


MAIL MR/FIN 1 





APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

State Form 52233 (R8/1-1B) 

Indiana Slate Department of Health-Dlvfelon of Aorta Care 
(Pursuant to 1C 16-21-2 and 410IAC 26) 


Date Rocoivod (ntm/d&yyyy)_ 


Date Approved (mnt/dd/yyyy)_ 


, Data Rejected (mmfddtyyyy)_ 


Please Type or Print LagM 


SECTION I - TYPE OF APPLICATION _ 


Application (Check opproprfato Horn.) 

□ New Facility 0 Renewal □ Change of Ownership (Antlctpatod date of Sale/PurchoatiLMse (mm/ddfym)) 

Submit o dated and signed copy of the bill of sals, lease or other document oftrunsfar, 


SECTION II - IDENTIFYING INFORMATION 


A. Abortion Clinic Location ________ 

Name of Abortion CUnlo 

Planned Parenthood of Indiana and Kentucky - Merrillville 


Street Address (number end street) 

8646 Connecticut Street 

P.O. Box 


City 

Merrillville 


County 

Lake 


Telephone Number 

Fox Number 


(219) 

(219) 

Abortion Clinic ©-mall address: lOllta.WnSQy-brOWlV 

525-3001 

791-0538 



[Mamet Web Address: WWW.ppInk.org- 



Street Address (numberand street) 

200 S. Meridian Street, Ste. 400 _ 


City 

Indianapolis _ 


C. License® / Ownership Information 


Licensee: The appficant enUty as registered wflh tho secretary of elate 

Planned Parenthood of Indiana and Kentucky, INC 


Street Address (number and street) 

200 S. Meridian Street, Ste. 400 _ 


Cfty 

Indianapolis _ 


Fax Number 


P.O, Box 


County 

ZIP Code *4 

Marlon 

46225 



Slats 

IN 


EIN Number 


317 \ 637*4344 


36-0874276 


ZIP Cod 9^5 

46225 


Fiscal Year End Date (mm/dd) 

06/30 














Position 

Name 

President / Chairperson / CEO 

Donna Kerr 

Vice-President / Vice-Chairpereon / COO 

Kristen Roby DImlow 

Treasurer/CFO 

Terri Pickens Manweil 

Secretary 

Tuan Ngo 


Address/City/State/ZIP 


200 S Meridian St Ste. 400 Indianapolis, IN 46225 


200 S Meridian SL Ste. 400 totfWWpoCB. IN 4B225 


200 S Meridian St Ste. 4CD Imfifwspolia, IN 46225 


200 S Meridian SL Sts. 400 Indianapolis, IN 46225 


H. Ownership and/or Change In Ownership: _______ 

List names and addresses of Individuals or organizations having direct or oicfirect ownership or controlling interest of five percent (5%) 
In the applicant entity. Indirect ownership interest Is an entity that has an ownership interest In the applicant entity. Ownership in any 

entity hig her fn a pyramid than the applicant constitutes Indirect ownership. (Use editffionai sheet if necessary.) _ 

- | BusinessAddress/CIty/State/ZIP I EIN Number 



L PectaraUona: ___ — .—.—- 

Has any applicant, or an owner or affiliate of the applicant, operated an abortion oilnio that was dosed as a direct result of patient health 
and safety concerns? DYES Si NO 

Has any principal or dlnto staff member bean convicted of a felony? □ YES 0 NO 

Has any principal or dirtc staff member ever employed by a facility owned or operated by the applicant that closed as a result of 
administrative or legal action? □ YES 0 NO 

For any YES responses: attach coptis ofadmlnfstrativa and legal documentation, inspection reports, violations end remediation contraris, 


_ CERTIFICATION OF APPLICATION _ 

The undersigned hereby makes application for a ficense to operate an Abortion Clinic (Clinic) In the State of Indiana, and in support of 
this application, represents and shows that the owners) and operator^) are of reputable and reasonable character, are awe to comply 
with the Abortion Clinic statues, 1C 16-21-2-2.5 and IC16-34, and the rules promulgated there under, 410IAC 26 and will operate and 
maintain this cflnlo In accordance with those rales. 

I certify that the operational polities of the clinic will not provide for discrimination based upon race, color, creed, or national origin. 

I swear and affirm under the penalty of perjury that aO statements made In this application and any attachments thereto are correct and 
complete and that I wDI comply with all regulations, taws, and rales governing the licensing of clinics In Indiana. 


Signature of the Medical Director 


Printed Name and Title: 


Date of Signature (mm/Odfym): 


Signature of the Clinic Administrator: 


Printed Name and Title: 


Date of Signature (mmtddfryyy): 


Deb Nucatola, Medical Director 


6/21/19 


Lolita Kinsey-Brown, Area Service Director 


<3 


See the following! page for instructions regarding licensure fees and submission 
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License Fee 


Select the appropriate fee based upon the total number of first trimester procedures as 
reported to the Indiana State Department of Health (ISPH) on the Terminated Pregnancy 
Report (State Form 36526). 



Check Total First Trimester 
One Procedures in the Clinic 


Zero to 769 


800 to 3,499 


3,500 to 6,999 _ 


and above 


410IAC 15-5-3 



$500. 


1 , 000 . 


2 . 000 . 


$3,000.00 


Enclose the following: 

1. A completed Application for Uconse to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures, either: 

(A) A copy (in writing) of the physician’s admitting privileges; or 

(B) A copy of: 

(1) his/her written agreement with another physician with admitting privileges; arid 

(2) a copy (in writing) of that physician’s admitting privileges. 

4. Payment made payable to ”Indiana State Department of Health.’’ 


Mall to: 


INDIANA STATE DEPARTMENT OF HEALTH 
ATTENTION: CASHIER'S OFFICE, 2-C 
2 NORTH MERIDIAN STREET 
INDIANAPOLIS, INDIANA 46204 












APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

Slate Form £2233 (R3/3-14J 

Approved by State Board of Accounts, 2014 

Indiana State Department of Health-Division of Acute Care 

(Pursuant to 1C 16-21-2 anr;J 410 /AC 26) 


Division of Acute Care Use QnJ.v. 


Date Received (mmlddlyyyy) -Date Approved (mmlddlyyyy),. - Date Rejected (mmlddlyyyy),. 


Please T'"'e orPririt LecjibM 


SECTION I - TYPE OF APPLICATION 


Application (Check appropriate item.) 

D New Facility ^.Renewal D Change of Ownership (Anticipated date of Sale/Purchase/Lease (mmlddlyyyy)} 

v Submit a dated and slqned copy of ihe bill of sals, lease or other document of transfer. 


Telephone Number 
(317)8720115 


Fax Number 
(317)872*31 US 


Abortion Clinic e-mall address: 


Internet Web Address; 


www.ppink.ors 


8. Mailing Address (if different from abortion clinic location) 


Street Address (number and street) 
200 South Meridian, Suite 400 


City 

Indianapolis 


County 

Marion 


C. Llconsee/Ownershlp Information 


Licensee: The applicant entity as registered with the secretary of state 


Planned Parenthood of Indiana and Kentucky, INC 
Street Address (number and street) 


200 South Meridian Street. Suite 400 


City 

Indianapolis 


Slate 

Indiana 


Telephone Number 
(317)637-4344 


FaxNumber 

(317)637-4344 


Name of Abortion Clinic 

Planned Parenthood of Indiana and Kentucky - Merrlvilc 


Street Address (number and street) 

8645 Connecticut Street 


City 

County 

Mcrrivillc 

Lake 


SECTION II - IDENTIFYING INFORMATION 


P.O, Box 


ZIP Code +4 
46410 


P.O. Box 


ZIP Code +4 
46225_ 


EIN Number 35-0874276 


P.O. Box 


ZIP Code+4 
46225 


Fiscal Year End Date (mrnldd) 
06/30 


1 







D. Services provided under this license: 

Co,h‘ Urns I <mt 2 ns follows. I. Provided dtarlfy by cinployeefs). Provided by o vmintd sen i, e. .i. Poll, I ond 2. 


1. Ancillary Services 


ices: m Laboratory: CLIA Certificate Number 1500360690 


Radiology □ Counseling 


Family Planning 


. □ 


Pharmacy u Ollier (List): 


2. Surgical Services: LJJ Gynecology I—1 Ollier (List): ----- 

Foritm 1. /»<*,„(<■ <)«■ uualnmb'r tftMMr (mptm™ rim 


Ollier (Usl):_ 


3. Staffing: Physicians: LD Registered Nurses 


5 : 2i. Licensed Practical Nurses: 00 


Licensed Social Workers: E Oilier (U<l lillc muI number): - 


E. Number of Procedure Rooms Utilizing: 


Local analgesia/anesthetic 

F. Type of Entity: 

For Profit 
0 Individual 

□ Partnership 

Q Corporation 

□ Limited Liability Company 

□ Sole Proprietorship 

□ Other (specify) __ 


Moderate/Conscious Sedation 


Non-Profit Governme nt 

□ Church Related D s,a,e 

□ individual □ Coun, y 

0 Partnership O c **y 

0 Corporation □ City/County 

Q Limited Liability Company O Hospital District 

0 Other (specify) ___ O Federal 

______ 0 Other (specify) 



n orfirwn fit ttm huain&sa entllv is inco noteted) __1_———- 

Position 

Name 

Addrowr/CIly/State/ZIP 

PrealdenUChalrpereon/CEO 

Donna Kerr 

WP smith Mcrfd Ion. Suite 400 

Indianapolis. IN *56225 

Vlca-PresIdenWtce-Chalrperaon/COO 

Kristen Roby Dimlowf 

2flP Smith Mtritlkuv SvlW 400 
indlOitopotklN *16225 

Treasurer/CFO 

Terri Pickens Manweil 

foO" South Mcfldmn. Suite 4 Oh 
tndlmmpolis. IN 46223 

Secretary 

Tuan Ngo 

J00 Smith Meridian. Suite 400 
tndiruKtpoJi*. IN 4 6225 


H. Ownorehlp and/or Change in Own ership: _______rrrr- 

■ i'm and addresses of individuals or organizations having direct or Indirect ownership or controlling Interest of five percent (5 A) 

InTha^^c^en^Jntfre'rt^^r^pInterStfean^nb’ly Z has an ownerohiphteres. in to m*«l entity. Ownership in any 
onlay higher In a pyramid than the applicant constitutes indirect ownership. (Use odcfittonal shoal if nocosso.y.) _ 


Business Address/Cfty/Stote/ZIP 


BIN Number 


_ CERTIFICATION Of APPLICATION _ _ _ .... 

The undersigned hereby mokes application fora license to operate an Abortion Cllrlo (Clinic) in theS t ote of tnd ion a, ^ 

this cppllcallon, represents andshow9thattheownef(s>andoperator(3) are of reputable ondreosonablecheraoter.areeble to comply 

with the Abort! on Cllntestatues, 1016-21-2-2,5 and 1C 16-34, and the rulaspromulgated there under, 4 l 0 fAC 26 snd will operate and 
maintain this cllnioln accordance with those rules. 

I certify Ihel the operational potlcleoof the clinic will not provide for discrimination based upon race, color, creed, or national origin. 

I swear and affirm under the penalty of perjury that all statement made In this application and any attachments thereto are correct and 
complelo and that I v*rffl comply with an regulations, laws, and rules governing the licensing of clinics In Indiana 


Signature of the Medical Director: 


Printed Name and Title: 


Date Of Signature (mmMtiyyyyJ: 


Signature of the Clinic 
Administrator: _ 


Printed Name and Title: 


Date of Signature (awttdtyyyy* 


E£Xfi 


is dp__p_ncavon. 


w Medical Director 



fees and submission 


3 













License Fee 


Select the appropriate fee based upon the total number of first trimester procedures as 
Reported to Kdlana State Department of Health (ISDH) on the Terminated Pregnancy 

Report (State Form 36526). 


Check 

One 

Total First Trimester 
Procedures in the Clinic 

Fee 


Zero to 799 

$500.00 

x 

800 to 3,499 

$1,000.00 


3,500 to 6,999 

$2,000.00 


7,000 and above 

$3,000.00 


Indiana Hospital Council; 414 IAC 1-1-3 


Enclose the following: 

1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3 . For each physician performing procedures, either: 

(A) A copy (in writing) of the physician's admitting privileges; or 

(BJ (1) Ihis/her written agreement with another physician with admitting privileges; and 
(2) a copy (in writing) of that physician's admitting privileges. 

4. Payment made payable to "Indiana State Department of Health." 


Mail to: 


INDIANA STATE DEPARTMENT OF HEALTH 
CASHIER’S OFFICE 
P. 0. BOX 7236 

INDIANAPOLIS, INDIANA 46207-7236 






Care. No matter what. 


Planned Parenthood of Indiana and Kentucky 


200 South Meridian Street Suite 400, Indianapolis, IN 46225 
Mailing Address: P.0. Box 397, Indianapolis, IN 46206-0397 
p: 317.637.4343 -f: 317.637.4344 
wvw.pplnk.org 


May 22, 2019 


Planned Parenthood oflndiana and Kentucky 
8645 Connecticut St 
Merrillville, IN 46410 


Re: Backup Agreement for Lake County 


Drs. 

This letter confirms our agreement that I will provide emergency back-up services for your 
abortion patients in the event of a complication, emergency situation, or other medical need that 
requires hospitalization. 


I have admitting privileges in , at , . . . . 

Indiana. As needed outside of usual care practices, 1 will arrange for patient admission and care 
according to each patient's need. As per Planned Parenthood oflndiana and Kentucky s guidelines 
and accepted medical standard of care, any patient needing immediate care should be evaluated at 

the closest emergency care center. 


In the event my services are needed under this agreement, 1 have provided you with my phone 
number. Please provide the patient's name, reason for referral, current medical condition and 
means of transport. A copy of all available patient records should be sent with the patient. 

I agree to provide you thirty (30) days' notice if I need to modify or cancel this agreement for any 
reason. 


Sincerely, 

Electronic signature for 










MAY/14/2018/MON 02:19 PM 


?kl Hc.i 






April 27,2018 


Dear 

On behalf of the Board of Trustees, it is my pleasure to inform you that your reappointment to the 
Medical Staff has been approved. You have been granted membership on the Active staff with clinical 
privileges in beginning through 

Clinical privileges have been granted as specified on the enclosed Privileges form. Please 

review these carefully, as you have only been granted privileges to perform those procedures outlined 
on your Delineation of Privileges form. 

As a member of the Medical Staff, you are required to abide by all hospital policies and the Code of 
Ethical Conduct. Your reappointment is subject to the terms and conditions of the Medical Staff Bylaws, 
Rules and Regulations and all other Medical Staff Policies and Procedures that are in force during the 
term of your appointment. 

Should you have any questions regarding your appointment or your current privileges, please do not 
hesitate to contact the Medical Staff Office for assistance at 

We appreciate your continued support and value your contribution as a member of the Medical Staff. 
Sincerely, 


Enclosure: Clinical Privileges 





Eric J, Holcomb 
Governor 



Indiana State 
Department of Health 


Kristina Box, MD, FACOG 

$ia(o Hetilh Cow m&SWMr 


Abortion Clinic Licensure 
Physician Admitting Privileges Verification Report 


Date: 06/24/2019 

Clinic: Planned Parenthood Of Indiana And Kentucky Inc 
8645 Connecticut St 
Merrillville, IN 46410-6222 


Reason for Verification: x Licensure _.Status Change 

1C |6-34-2^L5(a)(l) Admitting Privileges (without a written agreement with another physician) 
Clinic Physician’s Name: 

Hospital: 

Confirmed by: 

(Name and Title of Hospital Representative) 

Date Verified; 

Verified by: 


1C 16-34-2-4 5(a)(2) Admitting privileges under a written agreement with another physician 
Name of Clinic Physician covered by the agreement: 

Admitting Physician 
Hospital: 

Confirmed by; . 

(Name and Title ofHospital Representative) 

Date Verified: June 24,2019 

Verified by; R, Sn yder, Division Director Acute Care __ 



Indiana 

ft State that Works 


2 North Meridian Street« Indianapolis, 
3t 7 233.1325 

VMVw.statoh8atth.ln.gov 


IN 46204 ! To promote, protect, and 

1 improve the health and safety 
ofallHoosim. 




Eric J. Holcomb 

; Gemacr 

i Kristina Box, MD, I’ACOG 

i j. ot i Health Cmintsshm 

Indiana State 
De partm ent of Hea lth 

fa Pt}:* ibfttslft, 


June 7, 2019 


Facility 011128 


W, MARTIN HASKELL, M.D. 

WOMEN’S MED GROUP PROFESSIONAL CORPORATION 
PO BOX 43100 

CINCINNATI, OH 45243 


Dear W. MARTIN HASKELL, M.D.: 

On behalf of the State Health Commissioner, and as provided 
for by state law, I hereby issue your license to operate an 
abortion clinic as defined in Indiana code 16-21. 

Enclosed is your license which is valid for the period 
July 1, 2019 through June 30, 2020, 

Sincerely, 


/d-d**- 



JENNIFER HEMBREE RN 
Nurse Surveyor Supervisor 
Program Director Hospitals/ASCs 
317/232-3095 


Enclosure (X) 



Indiana 

AStati? that Works 


'/ bloith InQiidlftii iilrcot ■ /w/fcWO/Jo/is, lAMfifKM | 7b promo!# unil psovitlo 
vmSoSwingsv i qssqiiM public Iwahh smites. 





Indiana State Department of Health 
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RECEIVED 


DATE 

DIVISION 


INDIANA STATE DEPARTMENT OF HEALTH 
MAIL MONEY RECEIPT 


II; M 0 7 ■ 

Indiana Stall* uepammsm m inmiii. 
Acute Care Division 


3 3-MAY-IS 
ACUTE CARE (AC) 


RECEIPT NO. 1964699 


FROM THE WOMEN'S MED h CENTER 

STREET VO ROJC <5 33 00 


CITY (MNCIHHATT 


STATE OH - 4 5243 


LICENSE TO OPERATE ABORTION CLINIC (Fund*17610, Program! 30000, 1,000,00 

Account: s 4 23010, Dopartmont i 195129) 


AMOUNT 


1 , 000.00 


CASH 


CHECKS AND 61092: $1,000.00 

MONEY ORDERS 


REFUND 

REMARKS 


MAIL CLERK 

Wade, Amber 


Scat© FORM 1086 (RV/12-04) MAIL EP./FIM I 

SDH 10-0000 "APPROVED BY STATE BOARD OF ACCOUNTS, 200*1'' 

DISTRIBUTION ! White-Division, Canary-pi via ion, Pink-Ca oilier 




RECEIVED 


DATE 

DIVISION 


31-MAY-1-9 


ACUTE CARE 


INDIANA STATE DEPARTMENT OP HEALTH " 1 - 

MAIL MONEY - RECEIPT IndianaDepaiimom of Healll 

_ Acute Caro Divis ion 

RECEIPT no; 1964699 

(AC) 


PROM THE WOMEN'S MED & CENTER 

STREET PO BOX <13100 


CITY CINCINNATI 


STATE OH 


<152-13 


LICENSE TO OPEPATE ABORTION CLIK'IG (Pundil7G10, Program: 30000, 1,000.00 

Account: -5 2 3010, Department: 195129) 


AMOUNT $ 1, 000.00 , CASH 

CHECKS AND 61092: SI,000.00 

MONEY ORDERS 


REFUND 

REMARKS 


MAIL CLERK 
Wade* Ambei" 


Seat* KOKH 1086 (P.7/12-0'1) 

SBH 10-OOOD "APPROVED BY STATE BOARD OF ACCOUNTS, 200-1" 

DISTRIBUTION : WAlte-Divinion, Canary-Divioion, Pink-Coshior 





APPLICATION FOR LICENSE 
TO OPERATE AN ABORTION CLINIC 

Slate Form 52233 (R8M-10) 

Indiana Slate Department of Health-Division of Acuta Care 
(Pursuant to 1C 16-21-2 and 410IAC 26) 


Date Received (mmJdd/yyyy)_ 


RECEIVED 

JUN 0 7 7019 

Indiana State Department of Health 

Acute Care Division 


Division of Acute Care Use On(\ 


Date Approved (mm/dd/yyyyi 


.Date Rejected (inm/dd/yyyy). 


b or Print Legfbl 


SECTION 1 - TYPE OF APPLICATION 


Application (Check appropriate Item.) 

□ New Facility 0 Renewal □ Change of Ownership (Anticipated date of Sale/PurchaseJLeaso (mm/dd/yyyy)) 

Submit a dated and signed copy of the bill of sale, lease or other document of transfer ; 


" SECTION II - IDENTIFYING INFORMATION 

A. Abortion Clinic Location ____ 

Name of Abortion Cllnio 

Women's Med Group Professional Corporation dba Women's Med Indianapolis 

Street Address (number and street) 

1201 N Arlington Aye___— 


city Count y 

Indianapolis __ M ario n _ i __ 

Telephone Number Fax Number 

^ Abortion clinic e-maii ariHress : martyh@fortemgt.com_ 

353 9371 322 3358 


Abortion clinic e-maii address : mai1yh@fortemgtxon ^ 
Internet web Aed.ee.i womensffiBd.com- 


P.O, Box 


46219 


B, Mailing Address (if different from abortion clinic location) 
Street Address (number and street) 


Cincinnati, OH ____ 


C. Licensee f Ownership Information __ 

Licensee:" The applicant entity as registered with the sacrelary or state 

Women's Med Group Professi onal Corporation 

Street Address (number and street) 


Hamilton 


P.O. Box 

43100 


ZIP Code+4 

45243-0100 


P.O. Box 
43100 


7IP nnriH+4 



1 



















p. Services provided under this license: 

Code Items I and 2 as fallows: I. Provided directly by employee(s), 2. Provided by a contract service, 3. Both I and 2, 


1. Ancillary Services: 


JL Laboratory: CLIA Certificate Number 15D353797 



Radiology 


-U Counseling 


L_J Family Planning 


2. Abortion Services: 0 Drug Induced Only 0 Surgical Only 0 Both Drug Induced and Surgical 

For item 3i Indicate the total number of Individuals (employees plus contractors) working In this clinic. This Includes hourly, part-time, and full-lime persons, 

3, Staffing; Physicians: m Registered Nurses: 0 Licensed Practical Nurses: 0 Licensed Social Workers: 


Other (List title and number, do not use acronyms): Advance Practice Nurses 3 , Medical Assistants^ 


E. Number of Procedure Rooms Utilizing: 

Minimal Sedation 0 

Moderate Sedation 

0 

F, Type of Entity: 



for Profit 

Non-Profit 

Government 

Q Individual 

□ Church Related 

P state 

O Partnership 

□ individual 

□ County 

[£j Corporation 

□ Partnership 

□ city 

□ Limited Liability Company 

Q Corporation 

□ City/County 

□ Sola Proprietorship 

□ Limited Liability Company 

P Hospital Dlstrlot 


□ Other (specify) 

□ Federal 

□ Other (specify) . . 








G. Officers (if the business entity Is incorporated 


Position 


President / Chairperson / CEO 


Martin Haskell, MD 


Vice-President / Vlce-Chalrperson / COO Valerie Haskell 


Martin Haskell, MD 


Secretary Valerie Haskell 


Address/CIty/State/ZIP 


PO Box 43100, Cincinnati OH 46243 


PO Box 43100, Cincinnati OH 46243 


PO Box 43100, Cincinnati OH 45243 


PO Box 43100, Cincinnati OH 46243 


H. Ownership and/or Change in Ownership: ____________ 

List names and addresses of Individuals or organizations having direct or indirect ownership or controlling interest of five percent (5%) 
in thd applicant entity. Indirect ownership interest Is an entity that has an ownership Interest in the applicant entity. Ownership In any 

entity Higher In a pyramid than the applicant constitutes Indirect ownership. (Use additional sheet i f necessary.) __ 

Nime I Business Address/CItv/State/Zt P I EIN Number 


Martin Haskell, MD 


PO Box 43100, Cincinnati, OH 45243 



I. Declarations; ...... . — -----— 

Has any applicant, or an owner or affiliate of the applicant, operated an abortion clinic that was closed as a direct result of patient health j 
and safety cohcerns? □ YES 0 NO 

Has any principal or clinic staff member been convicted of a felony? □ YES 0 NO 

Has any principal or clinic staff member ever employed by a facility owned or operated by the applicant that closed as a result of 
administrative or legal action? DYES 0 NO 

For any YES responses: attach copies of administrative and legal doc umentation, Inspection reports, violations and remediation contracts^ 

CERTIFICATION OP 'APPLICATION - 

The undersigned hereby makes application for a license to operate an Abortion Clinic (Clinic) In the State of Indiana, and^ln support of 
this application, represents and shows that the owner(s) and operators) are ofreputableandreason^ P y 

With the Abortion Clinic statues, 1C 16-21-2-2.5 and 1C 16-34, and the rules promulgated there under, 410IAC 2B and will operate ana 

maintain this clinic in accordance with those rules. 

I certify that the operational policies of the clinlo will not provide for discrimination based upon race, color, creed, or national origin. 

) swear and affirm under the penalty of perjury that all statements made in this application and any M thereto are correct and 
complete and that I wiii comply with all regulations, laws, and rules governing the llgpjfflng of clinics in Indian .____ 


Signature of the Medical Director: 


Printed Name and Title: 


Date of Signature (mm/dd/yyyy): 


Signature of the Clinic Administrator: 

--V/TN^'— J 

Printed Name and Title: Valerlenaskell, Vice-President \ ____ 

Date of Signature (mfn/dd/yyyyy. June 10, 2019 ___!_____—- 

See the following page for instructions regard ing I licen sure fees and submissjo n 
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License Fee 


Select the appropriate fee based upon the total number of first trimester procedures as 
reported to the Indiana State Department of Heaith (ISDH) on the Terminated Pregnancy 
Report (State Form 36526). 


Check 
' One 

Total First Trimester 
Procedures in the Cilnic 

Fee 


Zero to 789 


/ 

800 to 3,499 



3,500 to 6,999 



7,000 and above 



4101 AC 15-5-3 


Enclose the following: 

1. A completed Application for License to Operate an Abortion Clinic (this form). 

2. Any supporting attachments. 

3. For each physician performing procedures, either: 

(A) A copy (in writing) of the physician’s admitting privileges; or 

(B) A copy of: - 

(1) his/her written agreement with another physician with admitting privileges; and 

(2) a copy (in writing) of that physician’s admitting privileges , 

4. Payment made payable to “Indiana State Department of Health.” 


Mail to: 

INDIANA STATE DEPARTMENT OF HEALTH 
ATTENTION: CASHIER’S OFFICE, 2-C 
2 NORTH MERIDIAN STREET 
INDIANAPOLIS, INDIANA 46204 















RECEIVED 


Hi •’ " 

Indiana blnte oi HoalH* 

Acute Caro Division 

May 22, 2019 


RE: Backup Agreement in Marion County, Indiana 
Dew* Drs. 

This letter confirms our agreement that I will provide emergency back-up services 
for your abortion patients in the event of a complication, emergency situation, or 
other medical need that requires hospitalisation. 

1 have privileges in . ’ 

Indiana, As needed outside of usual care practices, I will arrange for patient 
admission and care according to each patient's need. As per medical standard of 
oaro, any patient needing immediate care should be evaluated at the nearest 
emergency care center. 

In the event my services are needed under this agreement, contact me by calling the 
shared phone numbers. I have provided you with my office and cell phone number s. 
Please provide Clio patient's narao, reason for referral, currant medical condition, 
and means of transport. A copy of all available patient records should be .sent with 
the patient if possible. 

Attached is current proof of hospital privileges. I agree lo provide you thirty (30) 
days’ notice if 1 need to modify or cancel this agreement for any reason. 


Sincerely. 




RECEIVED 


Indiana Slate Department oi Hesilt. 
Acute Care Division 


.Imnimy i 2019 


I )ear 


fl is my pleasure to inform you that the 

’ has approved your reappointment at in (he 

i. You have been reappointed to the Active category. 


Your approved clinical privileges are effective * 


Ymirreappoinlmeul date is 


Please log on to .. carefully review your approved privileges Tor any modifications to the 

original submission. The instructions are attached. If you need u copy of your clinical 

privileges, please contact 01 ‘ 

Medical .Staff mem iters (physicians and dentists) in the Active category! if you arc nut 
currently hoard certified, please review, of the •• 

Sincerely, 


Attachment 




To Whom It May Concern: 

This letter is to verify that was granted temporary privileges on ' 

■\ He was appointed to the Medical Staff of: - on 

is an Active member of our department and has admitting piivileges. He 

meets the necessary requirements to maintain membership and/or clinical privileges on the 
Medical Staff. 


If you have any further questions, please contact me at 
Sincerely, 
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JUN 0 7 2010 

Indiana Stole Uepartmom o! Honlili 
A cm Gore Division 
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